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Chapter 1. INTRODUCTION
 
Health as an Area for Research
 
Good health has become accepted in recent years as a basic human 
right. In the United States today there is increasing emphasis on
 
making available to every citizen the means of achieving good health.1
 
Strong testimony to this growing concern is evidenced by the amount of
 
money spent on all phases of health. In the fiscal year 1962-63 total
 
expenditures for health purposes in the United States were $33.8 billion. 
Public expenditures for health purposes amounted to approximately 25 per 
cent of this total.2 Federal appropriations for the Public Health Serv­
ice have risen from a postwar low of $104 million in 1946-47 to $1,582 
million in 1962-63. 3 In California the budget for the State Department 
of Public Health has risen in this same period from $8.2 million to 
$60 million. 4 It should be noted that in California other departments 
of the State government have responsibilities in the health field. It 
is estimated that the State of California in the field of medical care
 
alone spent approximately $300 million in 1962 to support twenty programs
 
in ten agencies0 5 In addition, local health departments in California 
used $34.6 million of local funds in 1962-63 to support their health 
programs. 6 
What assurance is there that these large sums of public money are 
being spent in an efficient and effective manner? Is there any way in 
which the allocation of public funds for health can be studied to deter­
mine better ways to allocate these resources?
 
Although much has been written on "medical economics"7 there has
 
been little work done on the evaluation of the return from the vast
 
investment both public and private in the health industry. Even less
 
attention has been paid to the allocation of resources in the public
 
health field and the relationships between the different levels of
 
government in administering these resources. Because of the complexity
 
of the health industry it would be difficult to analyze the entire
 
range of public spending for health. Although the research in this
 
paper will of necessity focus on the allocation of funds of a particu­
lar program in the public health field, it is hoped that results ob­
tained can be generalized and will be of use in other programs.
 
Thi-s study is an attempt to analyze through the method of opera­
tions research the decision making process of the Califbrnia State
 
Department of Public Health in its administration and allocation of
 
a federal grant-in-aid to the State for improving the outside-the­
hospital services for chronically ill and aged personsoj The scope of
 
the study is discussed in another section of this chapter.
 
In the profit making organizations with which the author has had
 
experience, problems were discussed in terms of a single objective
 
such as maximizing profits or minimizing costs. Other values were 
not explicitly taken into account in solving problems C. West Church­0 

man and others have argued that psychological and societal values
 
should be introduced into the solution of organizational problemso8 In
 
the public sector of the economy there is no market for the "product"
 
comparable to the markets that exist for goods manufactured in the
 
3 
private sector where there is a price mechanism to guide investments0 
Thus it seemed to the author that in the public sec or there would be 
more explicit concern with multiple objectives and more ucssion of 
reasons for spending public funds to pursue various goai/1 -and that,
 
therefor an analysis of a public agency would provide rich material
 
for a study of values in decision making.
 
The Operations Research Approach
 
The approach to this study of the Department is that of opera­
tions research. Operations research has been defined as the application
 
of scientific methods, techniques, and tools to problems involving the
 
operations of systems so as to provide those in control of the operations
 
with optimum solutions to their problems0 9 Some persons in industry and
 
elsewhere have wondered what is new about operations research, implying
 
that they have been doing it for years0 What is new is the approach of
 
looking at the whole system first before selecting some part for study,
 
the building of a model, the desire to find an optimal rather than a
 
feasible solution, and the systematic analysis of management problems
 
(those that cut across departmental lines) by an interdisciplinary staff
 
group.10 The operations researcher analyzes the situation and tries to
 
abstract the essence of the problem. Then, he looks to see if it is
 
analogous to a similarly structured problem in a different context. If
 
he finds one, he may adapt the method of solution to his problem. If he
 
does not, he may have to synthesize a new approach using parts of other
 
methods,
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To illustrate the operations research approach, a researcher would 
say that he is going to try to solve an organizational problem in which 
resource allocation plays an important part, rather than to say that he 
is going to solve a resource allocation problem. Analysis within this 
organizational context is helpful in many ways. It aids in determining 
those problems which are important from the viewpoint of the organiza­
tion as a whole. Because operations research has not yet advanced to
 
the point where a complex organization can'be optimized all at once,
 
a researcher divides the organization's activities into relatively
 
independent parts. If the researcher is successful, the solution to
 
a problem in one part of the organization helps achieve the overall
 
goals of the organization.11
 
Operations research is an approach to the solution of problems
 
involving organizational operations. An operations research study is
 
not like many of the research studies listed in An Inventory of Social
 
and Economic Research in Health.12  In these studies a dependent var­
iable like heart disease is related to independent variables like age,
 
race, sex, and occupation, or the various scaling techniques of psychology
 
and sociology are used. Sample survey techniques are often used to col­
lect information about a particular population. An operations research
 
study, in contrast, is a method of problem solving which may use any of
 
these as well as other techniques.
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Selection of the Problem 
The California State Department of Public Health fulfilled the 
author's requirements for a public agency in which to make his study. 
The Department is large enough to offer a variety of interesting prob­
lems but not so large as to be impossible for one person to study with­
in a reasonable period of time0 The Department was interested in the 
proposed study and agreed to make all records, files, and personnel 
available. Official approval for the study was granted by the Depart­
ment on May 20, 1963. Events occurring after June 1, 1964, are not 
included in the study0
 
The first step in identifying a significant research problem in 
the State Department of Public Health was to think of the Department as 
a black box with inputs of State and federal money and outputs of money 
and services,13 Such a black box is given in Exhibit J which shows the 
flow of State and federal funds into the Department and the division of 
these funds into money retained at the State level to support operations 
and services of the Department and money allocated to local health depart­
ments for use at the local level. This classification of funds facili­
tated further analysis of the inputs and outputs to select some part of 
the Department for detailed study. The part selected deals with the 
administration of a particular grant of federal funds. The decision to 
study this part of the Department's activities was based on several 
criteria: 
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1. 	 The part studied would have to represent a significant problem 
of interest both to the Department and to the author. 
2, 	 The problem would have to be of a size that could be handled 
within a reasonable period of time. 
3. 	The problem could be separated from the other activities of
 
the Department in such a manner that the solution of the
 
problem would be consistent with the overall goals of the
 
organization, i.e,9 there would be no substantial suboptimiza­
tion problem.
 
The problem of the allocation and administration of the "Chronically 
Ill and Aged Services" (CI&A) federal formula grant meets all of these 
criteria, Although this grant is not as large as the established Mater­
nal and Child Health (MOH) grant from the Children's Bureau, it ranks 
second in size among the eight Public Health Service formula grants 
received by California. Because the CI&A grant is new - it started 
in late 1961 -- and large, attention is focused on it, Because of its 
newness, the individuals who made the initial decisions about the pro­
gram in 1961 are available for interviews. In addition, although the 
CI&A grant is a categorical grant, "chronically ill and aged" is a 
sufficiently broad category to place a heavy responsibility on the 
Department to decide how the funds should be used,
14 
Problems connected with State funds were ruled out because of the 
intricacies of budgetary procedures. In addition to the cojnlexities 
within the Department in arriving at the annual budget request, there 
are two organizations outside the health field that pass upon the budget 
request. First the Department of Finance, representing the Governor, 
goes over the proposed budgets from all departments to arrive at the
 
budget which the Governor submits to the State Legislature. Then the 
Legislature analyzes the Governor's budget, makes deletions and additions, 
and finally approves the revised budget0 If one person were to under­
take a study involving these two organizations besides the Department 
of Public Health itself, the difficulties would be overwhelming. Also, 
as shown in Exhibit J, State funds are divided into categories0 Within 
most of the categories the allocation of State funds to local health 
departments is governed by the California Health and Safety Code0 For 
a given budget the Department has little discretion in how the State 
funds are allocated.
 
The federal formula grants present a more feasible area for study
 
because the Department has much discretion in the use of formula grant
 
funds and because a formula grant can be thought of as an exogenous
 
variable in the system encompassing the Department's administration of
 
the grant. The effect of the actions of a single state on the amount
 
of money appropriated for public health purposes by the United States
 
Congress and on the amount of money the state will receive from the Pub­
lic Health Service in federal formula grants is slight, It is true that 
state and local government personnel inform Senators and Congressmen in 
Washington of their views on public health legislation and that all states 
acting in concert may be able to affect the total public health appro­
priation0 However, for an individual state it is reasonable to con­
sider the allocation of federal formula grants as outside the control 
of that particular state0 In the various public health formula grant 
(grant-in-aid) programs the states have the freedom to decide how to
 
use the grants provided that they confine the use of these funds to
 
the category of activity specified in the formula grant, that they
 
make available the required matching funds, and that they fulfill the
 
reporting and accounting requirements of the federal agency which
 
administers the formula grant.1 5
 
Method of Collecting and Handling Data 
The information needed to make this study was obtained from inter­
views with members of the Department; by attendance at meetings and dis­
cussions which provided opportunities for direct observation of the
 
decision making process; through analysis of letters, memoranda, docu­
ments, and other material in various Departmental files; and by discus­
sions with persons outside the Department who had knowledge of its opera­
tions0
 
Of course, in order to collect "the facts" about the Department and
 
the CI&A program presented in the next three chapters some hypotheses
 
were needed. Briefly, these hypotheses were that resource allocation
 
by a public agency could be studied profitably by decision theory, that
 
the goals of those members of the Department who influenced the CI&A
 
program could be identified, that concepts from organization theory
 
could illuminate organizational behavior in the Department in general
 
and the decision process of the CI&A program in particular. The fol­
lowingrntatement shows the relationship between a hypothesis and the
 
facts.
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In actual scientific work these four stages [Of scientific
 
inquiry - observation, hypothesis, prediction and verifica­
tion -j are so intertwined that it would be hard to fit the
 
history of any particular scientific investigation into such
 
a rigid scheme. Sometimes the different stages are merged
 
or blurred, and freqdently they do not occur in the sequence
 
listed. To know what facts to collect, one must already have
 
some hypothesis about what facts are relevant to the problem,
 
but such a hypothesis in turn presupposes some factual know­
ledge; and so forth ... . . Not e16eryhi

' ngcan be observed;
it is necessary to be selective.ig

Needless to say, the number of facts that could be assembled about the
 
Department in the post-World War II period is incredibly large0
 
As a means of collecting needed information, a communications flow
 
chart of the operation of the OIA program vas made. The formal and 
informal organization of the Department, depicted in the flow chart 
in Exhibit L, provides an extremely large number of channels and they 
are all open and used, Although useful in understanding organizational
 
behavior, the flow chart did not seem to be the analytical tool needed
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for this study0 A chronology of the events of the CI&A program within
 
the Department appeared to be a better way to proceed. Copies were
 
made of several hundred pieces of pertinent material found in the files.
 
These pieces when put in chronological order formed the basic file on
 
the CI&A program0 The chronology focuses upon key decisions, the dis­
cussions preceding the decisions, and the results of the decisions as
 
shown by the actual allocations of the CI&A funds0 The continuing inter­
play between the preparation of the chronology and interviews with mem­
bers of the Department led to a better understanding of the organization
 
and of the decision making process in the CI&A program.
 
Formal interviews were held with approximately fifty people in the 
Department as well as with local health officers and members of the 
10 
Public Health Service. In addition, there were many informal contacts 
with members of the Department which were as productive as the formal
 
interviews. By being furnished a desk within the Department and doing 
his work there, the author was able to get a better feel of the organi­
zation than if he had been only visiting the Department for interviews0 
His close association with the Department lasted a little over one year.
 
After a time he became part of the environment which hopefully makes the 
"observer effect" small.
 
Because the Department is a public agency, minutes are taken of all
 
regular meetings. Hence employees are used to having someone in the
 
room taking notes during their deliberations which means that the author':
 
note-taking wasn't a new experience for them. Also comparisons of the
 
author's notes with the official minutes of meetings were made. Because
 
of the accuracy and comprehensivenes's of the minutes more confidence
 
could be placed in the use of minutes of past meetings as one source
 
of information.
 
The author attended at least one of each of the following meetings
 
to learn more about the communication and decision making processes
 
within the Department.
 
Division Chiefs' meeting. The eight division chiefs meet with
 
members of the Director's Office twice monthly.18
 
Administrative Staff meeting. The Director, the division chiefs,
 
the bureau chiefs, and other key personnel meet once a month.
 
Division of Research staff meetin , These are weekly meetings0
 
Division of Preventive Medical Services staff meeting. These
 
are monthly meetings.
 
Bureau of Chronic Diseases staff meeting. These are quarterly
 
meetings.
 
Meeting to discuss and make recommendations for Tunding or not
 
funding applications for CI&A Contracts, These meetings are
 
held when several applications are ready for final processing and
 
are attended by members of the Bureau of Chronic Diseases and the
 
Division of Community Health Services.
 
Staff meeting of a regional medical coordinator, Division of 
Community<Health Servibes, with his regional consulting team, 
These meetings are held by each regional medical coordinator 
ten times a year.
 
Meeting of the ad hoc committee on ground rules for the MCH and 
CI&A programs, A series of such meetings occurred in the fall of 
1963.
 
Meeting between members of the Denartment and the San Francisco 
Regional Office of the Public Health Service on a Community Health 
Services oroject grant anlication. These meetings are not held 
on a regular basis. When there is a specific grant application 
requiring special attention, a meeting is called. 
Meeting of the Consultants on the Hospital Service Index, The 
Index is one of the current research activities of the Medical 
Care Studies Unit, Meetings are held from time to time to review 
and comment on drafts of the Index. 
Meeting of the California Conference of Local Health Officers 
(CO. These meetings are held twice a year. 
Meeting of the Committee on Administrative Practice , a committee
 
of the CCLHO. These meetings are held twice a year.
 
Meeting of the Committee on Communicable Disease and Laboratories, 
a committee of the CCLHO, These meetings are held twice a year.
 
Dinner meeting of the Committee Chairmen of the CCLHO. These meet­
ings are held twice a year.
 
Meeting of the California Stste Board of Public Health. The
 
Board holds eight public meetings each year,
 
The files that were read included those in the Director's Office;
 
the Divisions of Preventive Medical Services, Community Health Services,
 
Research, and Administration; the Bureau of Chronic Diseases; and the
 
CI&A Unit,
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Preliminary drafts of the sections of this dissertation were circu­
lated among selected Departmental personnel for comments. Based on 
the comments received, additional interviews were held and file material 
reviewed. The revised sections were distributed for further comment. 
The study was also discussed with persons outside the Department who had 
knowledge of its operations. The three principal groups of such persons 
were Public Health Service personnel, local health officers, and Univer­
sity of California School of Public Health faculty members. 
Scope of the Study
 
Several things are attempted in this study of decision making and
 
resource allocation in a public agency. First a case study of the
 
decision making process used by the Department in allocating the CI&A
 
federal formula grant is given. Then a model of the Department's allocatioi
 
of the GI&A grant is presented. Here there was a desire to see if the
 
allocation problem of a public agency could be formulated in decision
 
theoretic terms and a model yielding a normative solution derived, In
 
using decision theory most of the researcher's time is spent in getting
 
the objectives, alternatives, and other parts needed to state the problem
 
in such a manner that decision theory can be applied. To get a system­
atic way to identify these parts and to understand organizational behav­
ior, organization theory was used. Here the purpose was to see if organi­
zation theory would yield the insights needed to explain the behavior of
 
members of the Department and to identify the elements of the allocation
 
problem: the decision maker, the environment, the alternatives, and the
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objectives. Finally, there was an interest in comparing the normative
 
solution of the model with the solution already decided upon by the
 
Department.
 
As the investigation proceeded it became apparent that the research
 
would demonstrate the feasibility of studying decision making in a public
 
agency.in the systematic way described in this chapter. Although the
 
studies required to help fill out the matrix of the allocation model in
 
Chapter 8 will be specified, no attempt will be made to do these studies0 
The research is limited to a study of the allocation of the CI&MA grant 
by the Department into three major categories: services, demonstrations, 
and administrative overhead. Systematic processing of values makes
 
possible the ranking of objectives and the determination of the efficiency
 
of the alternatives in achieving these objectives. The model in Chapter 8
 
gives an overall framework for the allocation decision, makes it possible
 
to delineate the further studies that should be made, and picks out the
 
"best" alternative for allocating the CI&A grant among the three major
 
categories just mentioned.
 
%The next step beyond the model and the solution to the resource
 
allocation problem presented in Chapter 8 would require a number of
 
detailed evaluations of the various CI&A Drograms carried on in 38 local
 
health departments and in other public and non-profit organizations which
 
have received CI&A money from the Department0 These studies would include
 
benefit-cost analyses of such programs as glaucoma screening, diabetes
 
screening, home care nursing, and rehabilitation. The results of these
 
studies Mould enable the Department to make better estimates of the numbers
 
14"
 
that go in the matrix of the allocation model. The reasons why persons
 
in public health have not made these studies, some of the difficulties
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involvedlin making them, and suggestions regarding how these studies 
might be made are given in Chapters 6, 7 and 8. 
Outline of The Study
 
The chronology in Chapters 2, 3, and 4 focuses upon the Department
 
and its handling of the CI&A program. Chapter 2 presents background
 
material about the operations of the Department. It concentrates on
 
changes in the Department's organizational structure and environment
 
in the post-World War II period. A detailed view of how the Depart­
ment's CI&A program began and how it has developed since 1961 is given
 
in-chronological fashion in Chapter 3. The annual budgets and other
 
financial details of the three fiscal years in which the CI&A program
 
has operated comprise Chapter t. The analysis of the Department and
 
the CI&A program in Chapters 5 and 6 shows how organization theory helps
 
in understanding organizational behavior and in identifying the ele­
ments needed to formulate a decision model - the decision maker, the 
objectives, the alternatives, and the environment. Chapter 7 contains 
a brier discussion of alternative meth6ds of'mfasuring utility.- Chap­
ter 8 specifies the model for the' allocation of the 1964-65 CI&A'foiimula 
granWand gives the results obtained from its use. The conclusions of 
this study are stated along with suggestions for further research.
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Summary of Findings and Conclusions
 
The findings of this operations research study of decision 
making and resource allocation at the California State Department 
of Public Health are consistent with the hypotheses previously stated. 
Resource allocation by a public agency was studied profitably through 
the use of decision theory; the goals of those members of the Depart­
ment who influenced the CI&A program were identified; and concepts 
from organization theory did illuminate organizational behavior in
 
the Department in general and the decision process of the CI&A pro­
gram in particular.
 
By drawing on organization theory the author was able to identify
 
the elements of the allocation problem: the objectives, the alterna­
tives, the decision maker, and the environment. A model for the 
allocation of the 1964-65 CI&A formula grant was derived which used 
these elements. Systematic questioning of the Director of the Depart­
ment yielded the probabilities and utilities required by the model.
 
The alternative for the allocation of the 1964-65 0I&A formula grant
 
chosen by the Director was the same as the alternative ranked by the
 
model as the most effective alternative for achieving the Director's
 
goals. This agreement supports the hypothesis that the Director
 
chose among alternatives as if he were maximizing expected utility.
 
The same questions were asked of other key members of the Department
 
who were involved in the conception and administration of the CI&A
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formula grant program in California. Overall, the results support
 
the hypothesis that the members chose alternatives as if they were
 
maximizing expected utility.
 
The main benefit to the Department from the study of the CI&A
 
program was the demonstration that some of the Department's problems
 
could be analyzed in a systematic way through the use of operations
 
research and organization theory. In addition, the study revealed
 
some gaps in the Department's OI&A program. At present the Depart­
ment lacks the information to judge whether more effective use
 
could be made of the CI&A formula grant by changes in its allocation.
 
Studies concerning the administration and evaluation of the two most
 
popular CI&A programs, home care nursing and disease detection, are
 
now under way. The results of these studies will give the Department
 
a better knowledge of the results of allocating CI&Afinds to these
 
programs.
 
There are several limitations in this study. For one thing,
 
lack of information precluded an all-inclusive analysis of the allo­
cation of the CI&A formula grant. The alternative allocations con­
sidered in the model had to be limited to allocations among the three
 
major categories, namely, services, demonstrations, and administrative
 
overhead, because information was not available on the consequences
 
of the allocation of CI&A funds to local health departments, volun­
tary agencies, hospitals, and medical schools. Other limitations of
 
the study center on the decision theory type model of the Depart­
ment's allocation of the CI& grant. These limitations include the
 
confusion caused by the complexity of the experiment, the reluctance
 
of subjects to try to use quantitative methods in solving management
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problems, and the difficulties involved in putting decision theory 
into effect in an organization whoib members are not familiar with 
the concepts of quantitative methods in management. 
This study attempted to bridge the gap between the abstract
 
models of rational decision making and the decision making behavior 
of managers in the California State Department of Public Health. 
Some limitations of the study stem from its admittedly exploratory 
nature. Other limitations are problems of implementation and are 
no different from the experiences of other researchers who have had 
difficulty in getting managers to implement their findings. The
 
study does demonstrate the need for more field research on the
 
relationship of scientists and managers and on ways to bridge the
 
gap between them.
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Chapter 2. 	 HISTORICAL BACKGROUND AND ORGANIZATIONAL STRUCTURE OF THE 
CALIFORNIA STATE DEPARTMENT OF PUBLIC HEALTH 
Introduction 
The State Department of Public Health is one of the four departments 
that comprise the Health and Welfare Agency. The others are the Depart­
ments of Mental Hygiene, Social Welfare, and Rehabilitation. The Health 
and Welfare Agency was created in 1961 as part of a reorganization of the 
executive branch effected by the Governor of California. The organization 
of the State government before the grouping of departments into agencies 
is shown in Exhibit H while the current organization (November, 1963) is 
shown in Exhibit I. 
The California State Department of Public Health has a history dating 
back to 1870. However, until a major reorganization was effected in 1943, 
its organizational structure and decision making process differed greatly 
from that of today.1 Further modifications were made as a result of studies 
in 1948 and 1958. Most of the changes in the Department's organization de­
scribed in this chapter resulted from adoption of recommendations in four 
studies of the Department in the post-World War II period. However, other 
changes in the organizational structure have come about through direct ac­
tion by the State Legislature. For example, the Legislature required that 
programs in dental health and alcoholic rehabilitation be administered by 
separat divisions. Still other changes have grown out of the Department's
 
response to requests from the Legislature for special studies. The Medical
 
Care Studies Unit and the Prevention of Blindness Unit fall into this cate­
tory. It is true that the Department originally brought the need for medical 
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care and blindness prevention programs to the attention of the Legislature.
 
However, the requests by the Legislature for studies in these two areas came
 
about only after investigation by Legislative conmittees of the desirability 
of such programs and the subsequent passage of resolutions by the Legislature. 
To understand current problems and methods of operation it is important 
(1) to outline briefly the background of the Department, (2) to examine the
 
changes which took place as a result of the two 1943 studies, the 1948
 
study, and the 1958 study, (3) to set forth pertinent legal restrictions and
 
requirements that affect public health operations and determine the way 
in which State funds are allocated to local health departments, (4)to
 
take cognizance of the California Conference of Local Health Officers
 
(CCLHO) and its affect on the approach.to public health problems in Cali­
fornia, (5)to explain the federal grant-in-aid program, and (6) to examine 
the relative size of public health programs at various levels of government.
 
Excerpts from the four studies mentioned in (2) highlight the relationship
 
of the State Department to local health departments and the way in which
 
the Department's organizational structure has evolved during the post-

World War II period.
 
The selections from the Department's history contained in this
 
chapter emphasize organizational aspects that have relevance for current
 
Departmental operations. Points covered here reappear in the analysis of
 
the Department and its CI&A program in Chapters 5 and 6.
 
Early History of the Department
 
"The California State Department of Public Health is the second oldest
 
in the -countrA-, having been established on April 15, 1870, only twenty 
2years after the establishment of its State government." It 
20 
was in 1870 that a bill was drafted "providing for the organization of
 
the California State Board of Health. The measure gave the Board little
 
power and there were no additional health laws that provided for any
 
3

activities related to enforcement."

The first formal organizational pattern of the State Depart­
ment of Public Health, as far as we can determine, was
 
established in 1932 and, pursuant to law, Governor James
 
Rolph approved the organization on October 25, 1932. This
 
was during the period when the State Board of Public Health
 
was an executive and administrative board. In 1943 the
 
Legislature amended certain sections of the Health and
 
Safety Code, converting the Board of Public Health to an
 
advisory Board and vesting in the Director of Public Health
 
the full authority for the operation of the Department0 In 
this same year, 1943, the Departmegt of Finance4 and the
 
American Public Health Association co-operatively made a
 
study of the administrative organization and program of the
 
Department and issued separate reports, the two reports being
 
in harmony. Following the issuance of these two reports,
 
Governor Earl Warren on November 20, 1944, approved the
 
reorganization of the Department in line with the recommenda­
tions made, The 21 recommendations made in the Department
 
of Finance report and the 27 recommendations in the American
 
Public Health Association report have begn essentially
 
adopted-and in operation for many years.
 
The Two 1943 Reports
 
The two 1943 reports led to a major reorganization of the Department
 
which gave it the basic structure it now has. The general findings of
 
the reports are described in the following quotation:
 
There are three factors which have contributed to a major
 
functiohal weakness of the Department - the poorly con­
structed organizational set-up, failure to define clearly
 
bureau responsibilities and relationships, and discon­
tinuity of leadership. The combined effect of these fac­
tors has resulted in the development of several autonomous
 
bureaus, operating almost as if they were independent depart­
ments, instead of a single well-coordinated state health
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department functioning smoothly and effectively for the
 
establishment and betterment of local health services to
 
meet local needs. . . . With each bureau striving independ­
ently to influence local health departments to emphasize
 
the activity in which the bureau is interested, it is natu­
ral that local health departments have had little respect
 7
 
for, or confidence in, the State Department of Public Health0
 
A later report stated that "in 1943, in spite of some well developed
 
and properly functioning activities, the Department of Public Health
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could not be considered a good state department of health.
"

Prior to the publication of the two 1943 reports, the California
 
Legislature early in 1943 passed a bill which changed the status of
 
the Board of Health from an administrative to an advisory-judiciary
 
body, authorized the Director, with the approval of the Governor, to
 
abolish or establish bureaus and divisions of the Department, and set
 
the term of appointment of the Director at four years.9 The last change
 
was to provide continuity of leadership as there had been five Directors
 
of Public Health in the ten years preceding 1943.
 
The major structural change recommended in the 1943 American
 
Public Health Association report was the grouping of the bureaus into
 
four divisions.1 0 The proposed organization chart is given in Exhibit Aoll
 
As is noted below, the Department of Finance recommended grouping the
 
bureaus into five divisions 12 Both reports used the span of control
 
argument to justify grouping bureaus into divisions0 13 Virtually all
 
of the recommendations contained in these two reports were put into
 
effect by the Department0
 
Some of the twenty-seven recommendations in the 1943 American
 
Public Health Association's report that are of interest for this study
 
are:
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(8) That, as a vitally important part of the plan of
 
reoiganization, the Bureau"of Local Health Service (recbmmended
 
to be the Division of Local Health Service) be furnished wth
 
a strong cofisiLltation-advisory staff.
 
(9) That the presentplan of employing public health
 
personnel with State or Federal funds and then assigning
 
them to local health departments be abolished, and
 
(10) -That wherever the State Department of Public Health
 
is subsidizing local health departments the subsidy be pro­
vided through a bontract between the State Department of
 
Public Health and the local appropriating body.14
 
Recommendations nine and ten refer to the practice of the State furnish­
ing personnel rather than money (State subvention subsidy) to local
 
health departments.
 
Some of the twenty-one recommendations of the 1943 Department of
 
Finance report that are of interest for this study are:15
 
(7) That there be-created a new position of chief of
 
each of the-five functional divisions;
 
(8) That the approximately 150 positions used by local
 
health departments be abolished and a contractual subsidy
 
procedure be ifistituted;
 
(20-a) That the Department be centralized by the estab­
lishment and choicg1 of° a single location for the headquarters 
of all divisions 0
 
The Department of Finance report also recommended the creation of
 
a Division of Local Health Service:
 
This division is in lieu of having a section in each bureau
 
having to do viith local unit contacts .... Individual
 
contacts by each bureau idth local units of government
 
lead to overlapping activities, confusion in advice, exces­
sive expense and ultimately becomes a serious deterent
 
[sic] to the most successful intergovernmental relationships.1 7
 
The Division of Local Health Service was seen as the means of carrying
 
the programs of the Department to the local health unityo The impor­
tance of this transmission function is seen by quoting the 1943 American
 
Public Health Association report on the primary functions of a state
 
health department. They are:
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(1) To develop broad public health plans and policies 
for the State as a whole avoiding such detail as would tend 
to make it difficult to take into consideration local interests, 
needs and potentialities in their local application;
 
(2) To translate these state-wide broad plans and poli­
cies into effective local action wherever possible through 
full-time local health departments reserving for direct 
service only those highly professional or technical services 
which are unfeasible or uneconomical of local procurement.
1 8 
A report prepared for the Commonwealth Fund strongly influenced the 1943
 
American Public Health Association report, especially with regard to
 
the recommendation about full-time local health departments.19
 
The allocation problem that this dissertation deals with was recog­
nized as a problem in the 1943 reports, The American Public Health
 
Association report recommended:
 
. . . that the State Department of Public Health endeavor 
to develop a sound plan of allocating state or federal funds
 
to local health jurisdictions. [This allocation] should 
be based on the ability of the local area to meet its gov­
ernmental needs and upoh the likelihood of the area making
 
effective use of the funds so granted, Among the criteria
 
which should probably be considered in developing some for­
mula for the allocation of funds are population, area, assessed
 
valuation or spendable income and importance of local health
 
problems °20
 
The Department of Finance report advised the Director:
 
o . . to make a study of the possibility of installing some 
scientific method of subsidizing local governments, . . . 
It has been noted that there is no scientific basis which 
considers ability to pay by local government, the amount 
of money available, the amount of local population, etc.21
 
The report suggested that such things as local assessed valuation,
 
present population, and present health services furnished by city and
 
county be studied to arrive at a method.
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The 1948 Report
 
The overall effect on the Department by the legislative action of
 
1943 and the implementation of the recommendations contained in the two 
1943 reports can be seen in this quotation from a study made in 1948. 
In 1943 the California State Department of Public Health 
began a new era. At that time a 'new and exceptionally 
capable Director of Public Health was appointed, the State 
Board of Health'was reorganized, more effective qualifica­
tions for professional personnel were established and thought 
was being given to the necessity of providing more adequate 
salaries for well-trained people. . . . Today the California 
State Department of Public Health will rank with the best in 
the nation. (This is-not solely the opinion of your sur­
veyors but is strongly substantiated by the opinions of the 
Regional Medical Directors of the U. S. Public Health Serv­
ice, the U. S. Children's Bureau, and the directors of 
several of the more important state voluntary health agencies.)22 
The 1948 American Public Health Association study of the Department
 
requested by the Director listed ten major unmet needs0 "By far the
 
greatest single need" was the "further development of the Division of
 
Local Health Service through the establishment of a strong consultation­
advisory field staff or staffs without regional offices."23 A primary
 
function of this division"is:
 
to render such consultation-advisory field service
 
as will assist local health departments in translating the
 
broad plans and policies of the State Department of Public
 
Health into effective local action, taking into full con­
sideratiofi local interests, needs and potentialities. In
 
short, this is a service designed to bring about local health
 
programs balanced to meet local problems and needs.24
 
The progress report of Dr. Haven Emerson that had been mentioned
 
in the Association's 1943 study was referred to again.2 5 The strong
 
commitment to this plan is exbressed in the following quotation. "The
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eventual evaluation of a State Department of Public Health depends upon
 
its success in establishing full-time local health departments maintaining
 
continually progressive programs geared to meet local needs0o"26 Because
 
of the prominent role given to local health departments the emphasis on
 
the Division of Local Health Service is understandable0
 
No change in the basic divisional structure of the Department was
 
proposed as a result of the 1948 study. However, some changes within
 
the five divisions were recommended.27 The organization chart proposed
 
by this study is given in Exhibit 0. As can be seen by comparing this
 
1948 chart with the earlier ones, a unit devoted to chronic disease,
 
the Chronic Disease Service in the Division of Preventive Medical Services,
 
ismentioned for the first time. As this Service, now the Bureau of
 
Chronic Diseases, plays an important part in the CI&A program, some of
 
its early history contained in the 1948 report is given here:
 
The Chronic Disease Service was organized as a departmental 
unit in August of 1946 . .. All the Service's 1947-48
 
budget of approximately $124,000 is derived from Federal
 
sources by a gant from th& U.S. Public Health Service for
 
dancer control. Starting primarily as a cancer control
 
program, the Service was requested by the 1947 State Legis­
lature to investigate the problems involved in the reduc­
tion of deaths and disability from cancer and other chronic
 
disease and . , . report to the 1949 General Session of the
 
Legislature the results . . . and make recommendations as 
to a program for the reduction of such deaths and disabil­
ity and the bosts thereof. As a result of this resolution
 
of the Legislature, the Service has greatly expanded its
 
thinking, planning and studies to include chronic diseases
 
other than cancer. With the scope of the Service thus
 
broadened, much of the work is still concerned with the
 
organization, planning, and study of the problem 28
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The 1958 Report
 
In 1958 the Department of Finance made another survey of the
 
Department of Public Health.29 In requesting the Department of Finance
 
to make this survey the Director wrote in part as follows:
 
Since 1948 the Department 6f Finan~e has studied many
 
units of the Department and has made recommendations
 
thereupon; all of which have been helpful, and for the
 
most part, the recommendations made have been adopted.
 
The public health fild is rapidly changing and there
 
are different emphases in the piorams now as compared
 
with previous years. The Legislature-hib frbm time to
 
time added new activities and responsibilities to the
 
department. Methods and procedures have advanced and
 
there are new concepts of administrative organization.30
 
Although the report submitted by the Department of Finance as a
 
result of the study states that "a basically new framework is proposed 
for the Department, rather than simply clarifying and strengthening 
existing structure,"3 1 it doesn't seem that the recommendations really
 
add up to this. The recommendations of this report can be characterized
 
as being more significant than those of the 1948 study but far short
 
of the changes that were recommended in the two 1943 reports.
 
One major recommendation in the 1958 report was the establish­
ment of a Division of Research, which was accomplished in 1959. This
 
recommendation was recognition of the important role of research in
 
the Department.
 
It is evident that research has againdeveloped, over
 
the past 10 years, into an important departmental func­
tion. Several factors suggest that the trend will be in
 
the direction of more and larger projects and investiga­
tive studies, particularly in the area of chronic disease,3 2
 
27 
It was brought out that the research objectives of the Department
 
were not clearly stated and that present practice in the Department
 
involved centralizationof many research projects in the Bureau of
 
Chronic Diseases, However the report did not recommend that all
 
research be done Within the proposed Division of Research. Instead, 
the ep rt stated that the Departmental research policy should incor­
porate standards for determining whether projects should be administered 
1Y the weDivlsion 0' Research or by other program Units of the 
Npatmenti 3 3 As it has worked cut the Division of Research does 
little actual research but instead provides administration for some 
regearch px0jts and farnishes ei ert cmsUltdatiot upon request in 
§Uch dafes a statigtis and epidemioOgya This Division does have 
other fUhdtiOUS tuch as povIdh-ig training in epidemiology and collec­
ting dat Of d generai natue an the state of health in California. 
Aiihdher ffaior recodmendaton of the 1958 r eport xVWs to replace 
the DiViqIO6i of Loal HAth Servi-ce by the Division of omnity 
Halth Scviceds The chanie of mnes indicates that the ew Division 
uag to have smeiwhat bt6radc fufdcti6ns arid scope thanthe pMesent 
bivg{6ii df LOa H@ealh gedt.ce6 The Bureaus of Narsing3 Medidal 
gOiAl Se .dco(no ca 4ed Public Health Soiai Work)9 ad Health 
EdUddtid were Piit -id th h6w DIVAisiho t was recto nd that 
.~eea dojgigutt te carried ouit UaIderI the direction of a 
fnedidia d7ahdm tT;t6ir; S6f&i ieg-Ii&Iutiofl of the nepartmnt's-i 80fr 
§uiltinig aeti-vi-ie tO lOad neaith deAtf~iSwsrecbnochfehd For 
these field Activities Of the eptrc 5 fo&Nrnia wag to be diid 
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into three regions each with its own headquarters, The decentralization
 
implicit in this "area administration plant' wasn't carried out fully. 3 4 
There are three medical administrators (called regional medical coordina­
tors), one for each of the three regions. Two of them are headquartered 
in Berkeley and one in Los Angeles. And as the current name implies
 
they are coordinators and not administrators of regional offices.
 
The Division of Community Health Services provides consultation 
to local health departments in organizational matters and in areas of
 
public health activity such as nursing, health education, social work,
 
and sanitation. The Division of Preventive Medical Services provides 
specialized consultation to local health departments on specific pro­
grams such as the CI&A program0
 
The 1958 report criticized the Department for failing to carry
 
out the intent of the 1943 study.35
 
Contrary to the intent of the 1943 plan, program units
 
direct their otn personnel and program in the field0 ...
 
The bureau is the-fundamental organizational component.
 
. . . The integrated division concept, as proposed in the 
1943 reorganization plan has never been-fully realized 
in practi8e, . . . The bureau level continues to be recog­
nized as the fundamental organization unit and there is a 
high degree of delegation to it . .. The division offices 
in the major program divisions are not a directing force. 
The divisional office has-been described as an expediter, 
a channel, and a facilitator3 6 
One of the more interesting aspects of the report is the frequent
 
mention of the changing nature of public health and the difficulties
 
this caused the investigators.
 
The foremost problem in conducting the management
 
survey has been the difficulty, on the part of the sur­
vey staff, in developing an understanding of the pur­
poses and functions of certain units of the department,
 
The normal expectation that fact-finding activity focused
 
on review of laws, regulations, current operating prac­
tices, and working relationships will produce a basic know­
ledge of a function, and why it is performed, did not pre­
vail. In a number of instances the nature of the health 
problem is currently changing, and neither the staff work 
in evaluation of present practice, nor a departmental deci­
sion t6 effect change, has been made yet, The changing 
character of health, i.e., of the patterns of sickness and 
death, make it impossible to do a clear-cut, fifiished job 
of 6rganizational analysis. . .. The need for the depart­
ment to make serious adjustments in programs, services.and 
staffing, in the next 5 to 10 years, was regarded as a high­
ranking need, which any new system of departmental organi­
zation should facilitate. 
Organizational review . . was made considerably more 
difficult . . . by the general recognition that a number
 
of serious new or emerging health problems are not yet
 
expiessly authorized, staffed, or being acted upon0 ...
 
It'is recommended that the Department of Public Health
 
initiate intensive review of health program needs with
 
regard to both the current sickness and death causes in' 
California and to professional thinking about "the direc­
tion public health should take in the immediate future," 3 7 
From the authorTs readings in the public health literature and dis­
cussion with people working in this field, the changing nature of pub­
lic health is still a basic problem.3 8 Briefly stated, the traditional
 
problems of public health -- sanitation and control of communicable
 
disease -- have been fairly well solved in the United States. However,
 
the fall in the death rate from communicable diseases has been accom­
panied by an increase in the death rate from chronic diseases. Also,
 
the increasing length of human life has focused attention on the health
 
problems of the aged. In addition to these two areas, urbanization,
 
increasing population, uncontrolled use of pesticides, and nuclear
 
weapons have brought with them environmental health problems such as
 
air pollution and water pollution. Public health, having achieved its
 
early goals, is now faced with changing its goals and defining its role
 
in these new problem areas,
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The organization chart of the Department as of October, 1958, is
 
given in Exhibit D. The organization chart showing the proposed changes
 
recommended in the 1958 study is given in Exhibit E. As can be seen
 
by comparing Exhibit E with the current (May, 1964) organization chart
 
given in Exhibit F there is great similarity. The major change is that
 
the Division of Preventive Medical Services gave up the Bureaus of Nursing
 
and Public Health Social Work to the Division of Community Health Services.
 
Statuatory Requirements and Restrictions
 
The State agency with primary responsibility for public health is
 
the State Department of Public Health. Direct public health services
 
are usually provided by local health departments.
 
In California direct public health services are available
 
principally through city and county health departments.
 
A jrircial function of the State Department of Public
 
Health is to assist local health departments in meeting
 
the public health needs of the areas they serve. The
 
Departmeht provides consultation services to local depart­
ments and administers the (State] Public Health Assistance
 
Act, which provides state funds for estiblishing and strength­
ening-lbcal health services. The Department performs some
 
direct public health services when these services cannot be
 
provided locally,3 9
 
To understand the operations of the Derartment it is necessary to
 
consider the legal requirements40 governing State financial support
 
of local health departments and the role of the Department in the allo­
cation of State funds. A recommendation made in 1943 for the State to
 
subsidize local health departments by furnishing funds rather than per­
sonnel was carried out.
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In 1947 the Legislature of the State of California enacted
 
a measure . . [whichj . , committed the State Govern­
ment to a program of grants-in-aid for local health depart­
ments and provided for an initial appropriation of $3,000,000.
 
. . . EThis act provided] for the first direct program call­
ing for direct subsidies to the public health agencies of
 
subordinate levels of government by the State.41
 
The allocation of these State subvention funds for local health depart
 
ments is made in two parts as set forth by law, 
1141. ... Allocation shall be made to the administrative 
bodies of qualifying local health departments in the fol­
lowing manner: 
(a)- A basic allotment as follows:
 
To the administrative bodies of local health departments
 
serving the territory in one or more counties a basic allot­
ment of sixteen thousand dollars ($16,000), per county or
 
sixty cents ($0.60) per capita per county, whichever is
 
the lesser; provided, however, that if a county is divided
 
into two or more local health department jurisdictions the 
basic allotment shall be divided between the departments 
in proportion to the population served by each department, 
except that no funds shall be available to any city of less 
than 50,000 population for the maintenance of an independent 
health department. 
(b) A per capita allotment, determined as follows:
 
After deducting the amounts allowed for the basic allotment 
as provided in this section, the balance of the appropria­
tion shall be allotted on a per capita basis to the admini­
strative body of each local health department in the propor­
tion that the population of that local health department
 
jurisdiction bears to the population served by all qualified
 
local health departments of the State.
 
1153. After determining the total amounts available to each 
area, the State Department of Public Health shall notify the 
governing body of each local health department of such amount 
and of the conditions governing its availibilityo4 2
 
There is a matching requirement for the local jurisdiction. 
1154. No funds appropriated for the purposes of this article 
shall be allocated to any local health department unless the 
governing body of such local health department has appropriated 
for the same period from local funds for the support of such 
local health department an amount equal to at least twice the 
per capita allotment provided in Section 1141 (b) of this chap­
ter, such local funds to be wholly exclusive of any state or 
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federal funds received or receivable. Actual expenditures
 
of local funds, exclusive of state or federal funds received,
 
shall be not less than this proportion of the total exuendi­
tures.43
 
The local health department must also meet certain minimum requirements
 
to obtain the State subvention funds.
 
1155. No funds appropriated for the purpose of this article
 
shall be allocated to any local health department whose pro­
fessional and technical personnel and whose organization and
 
program do not meet the minimum standards established by the
 
State Department of Public Health. 4
 
However, the Department must obtain the concurrence of the California
 
Conference of Local Health Officers in establishing these standards,
 
1130. The State Department of Public Health, after con­
sultation with and aoroval bi the Conference of Local
 
Health Officers, shall by board regulations establish stand­
ards of education and experience for professional and tech­
nical personnel employed in local health departments and
 
for the organization and operation of the local health depart­
ments9 Such standards may include the maintenance of records
 
of services, finances, and expenditures, which shall be
 
reported to the State Department df Public Healthin aman­
ner and at such times as it may specify.45 (Italics mine.)
 
This constraint on the Department extends to all rules and regulations
 
pertaining to State aid for local health departments.
 
1111 The State Department of Public Health shall administer 
this chapter and the State Board of Public Health shall adopt 
rules and regulations necessary thereto; provided, however, 
that such rules and regulations shall be adopted only after 
consultation with and anvroval by the California Conference
 
of Local Health Officers. Approval of such rules and regu­
lations shall be by majority vote of those present at an
 
official session.4o (Italics mine.)
 
The California Conference of Local Health Officers
 
The California Conference of Local Health Officers is a legally,
 
established body by virtue of Section 1110 of the California Health
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and Safety Code and consists of all legally appointed local health
 
officers in California,47 While it might appear that the Conference
 
operates only to veto recommendations of the Department, the Conference
 
in fact is an important instrument for dissemination of information
 
among local health departments and between these local departments and
 
the State Department as well as for the resolution of conflict between
 
local and State levels. The Conference is also a forum where local
 
health officers can initiate studies of health problems and propose
 
changes or additions to the California Health and Safety Code, In
 
addition, the semiannual meetings of the Conference permit thorough
 
discussion of items of mutual interest to the local health departments
 
and the State Department, A member of the Department explained one
 
function of the Conference to the author as follows: "The Director
 
uses the Conference to iron out difficulties before the Department goes
 
to the State Legislature with any suggestions."
 
Any local health officer can propose items for discussion by the
 
Conference. Any bureau or division in the Department can propose items
 
for discussion subject to approval by the Director. The items are
 
assigned to the proper committee4S of the Conference and appear on the
 
agenda for discussion. The committee can either put the item on the
 
agenda of the next meeting of the Conference with the committee's recom­
mendation for approval or disapproval or, if necessary, hold an item
 
over until the next meeting in order to get additional information that
 
discussion has shown is needed. To give a better understanding of the
 
kinds of items handled the agenda of the October, 1963, meeting of the
 
Conference is given in Exhibit G.
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The Conference with its committees allows for discussion of any
 
matter before final action is taken. Since the Department initiates
 
many of the items that appear on the agenda, the local health officers
 
have a chance to question members of the Department about items they
 
are proposing.4 9 One of the more outspoken local health officers who
 
often challenges Departmental proposals told the author that he "tries
 
to make the State people think."
 
As mentioned previously a local health department must meet certain
 
standards in order to receive State subvention funds. First there are
 
some basic services the local health department must offer,50 Briefly,
 
the eight basic services consist of collection of vital statistics, a
 
health education program, a communicable disease control program, a mater­
nal and child health program, an environmental sanitation program, labora­
tory services, a nutrition program, and a chronic disease program.51 
 In
 
addition certain key employees must meet minimum education and experience
 
requirements. Two examples are:
 
1300. Health Officer. The health officer shall be a
 
graduate of a medical school of good standing and repute
 
and shall be eligible for a license to practice medicine
 
and surgery in the State of California; provided, however,
 
that those health officers on a full time basis as of
 
September 19, 1947, shall be considered as meeting the
 
requirements of this section.
 
1301. Director of Public Health Nursing. A director
 
of public health nursing appointed after March 1, 1951,
 
shall be a public health nurse who has completed an
 
accredited program of study in public health nursing,
 
holds a bachelor's degree, and has had three years' expe­
rience in public health nursing, two of which shall have
 
been in a eneralized program in an organized health de­
partment.52
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The Federal Grant-In-Aid Program
 
The State is the major source of funds flowing to the Department.
 
However, the federal grant-in-aid program which is administered in
 
California by the Department forms a significant part of the funds
 
handled by the Department0 These grants-in-aid, also called matching
 
grants, categorical grants, or formula grants, assist states and local
 
communities in providing adequate public health services.
 
Two federal agencies Che Public Health Service and the
 
Children's Bureau9 in general control the policies under
 
which federal grant6in-aid are available pursuant to
 
Titles V and VI of the Federal Social Security Act of
 
1935, and pursuant to subsequent legislation of similar
 
purposes, especially the United States Public Health Serv­
ice Act of 1944.
 
Passage of the Federal Social Security Act o o o estab­
lished .. . for the first time on a large and substantial 
basis, a program of grants-inlaid to the states for the per­
formance and improvement of public health services0 
A substantial part of the expansion of public health depart­
ments both at the local level and at the state level of gov­
ernment can be traced to the federal grants-in-aid program.53
 
A recent study repeats the points made in the 1949 statement just given.
 
"The formula grant type of assistance has played, and continues to play,
 
a major role in the development of public health services in the United
 
4
 
States.0
 
The trend in federal grant-in-aid funds has been toward designat­
ing funds for certain disease categories rather than giving funds for
 
general support of state public health programs, The chairman of the
 
House Interstate and Foreign Commerce Committee which handles much
 
health legislation summed up recent Congressional legislation in the
 
health field­
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These measures constitute additional steps in providing
 
specific legislative authority for the expenditure of
 
funds to meet particular health problems. This trend
 
is characteristic of most Federal health grant programs
 
with which our committee has dealt over the last several
 
5 5decades. 
For example, grants to states for heart disease control and cancer
 
control increased from $2 million in 1958 to $14.5 million in 1962
 
while the general health grant during the same period remained at
 
approximately $15 million annually.56 All increases in federal grant­
in-aid"funds since 1957 have been earmarked for specific diseases
 
like cancer or special groups like the chronically ill and aged.
 
As might be expected state heaith departments generally oppose
 
categorization of federal grants. "State officials, from the governor
 
down, naturally favor maximum flexibility in the use of federal grants
 
at the state level0 i57 The argument of general support versus categori­
cal support between the states and the Public Health Service is as fol­
lows0 The federal officials feel that the states have not been moving
 
into new fields and meeting the new problems in public health Thus
 
the mechanism of specifically earmarking funds is a way to get states
 
to move into new activities. The state health officials say that the
 
federal government should give them the money without so many restric­
tions on its use because each state knows best what its problems are,
 
There is such a great difference between the problems of say, California
 
and Mississippi, that federal categorical grants cannot possibly fit
 
the needs of all the individual states. This question of "Who knous
 
best?" came up frequently in the many discussions the author had with
 
public health personnel. A similar argument goes on in California
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between local health officers and those Departmental personnel who
 
favor tighter categorical controls on and stricter accounting for the
 
federal funds the Department allocates to local health departments,
 
The local health officers argue that funds should be allocated to them
 
on a per capita basis to be used as each local health officer sees fit:
 
Categorical grants have been distasteful to local health
 
officers because it is their belief that health depart­
ment programs-must be geared to meet the needs of a com­
munity, and the needs vary from one State to another or
 
even from one health jurisdiction to another.58
 
The local health officers point out that there is a great difference
 
between the needs and resources of a sparsely populated, rural county
 
and those of Los Angeles County. They argue that because the indivi­
dual county knows best dhat its problems are, the funds from the
 
State should be allocated as a lump sum with as few restrictions as
 
possible,
 
Financial Support for Public Health
 
Over the years there has been a steady increase in the budget
 
of the California State Department of Public Health0 The Depart­
mental budget from all sources has increased from $23,357,000 in 
1951-52 to $60,008,000 in 1962-63o59 In the same period of time the 
Department has grown from 795 employees to 1,348 employees.60 Though 
the sums of money spent are relatively large, the 1962-63 State appro­
priation to the Department for State operations, capital outlay, and 
local assistance was only $40.5 million out of a grand total of $2,702.8 
million - 1.5 per cent of the total California budgeto61 It seems 
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true that at all levels of government the amount spent for health is a
 
small per cent of the total budget. Federal government expenditures 
for health in 1962-63 were 1.5 per cent of the total U. S. budget.62 In
 
looking at various county budgets within the State the proportions allot­
ted to local health departments a§ a per cent of the total county budgets 
were consistently less than five per cent. 
Consistent with the California tradition of strong local control63 
counties provide most of the support for their health departments0 
Exhibit N is an organization chart of a highly regarded local health 
department which gives an idea of the services provided at the local 
level. For the State as a whole in 1962-63 a breakdown of the support 
for local health programs showed- local funds - $34.6 million, State 
funds - $30.3 million, and federal funds - $14.2 milliono64 Because 
the State and federal figures each include $12.0 million for construc­
tion of hospital and medical facilities, the State and federal funds, 
available to support health programs at the local level are $18.3 
million and $2.2 million respectively, a total of $20.5 million0 How­
ever, not all of these funds go to local health departments, For example, 
$8.6 million of the $20.5 million is for assistance to counties for care 
of crippled children. In some counties the crippled children services
 
program is administered by the social welfare department rather than
 
the local health department, These figures show that the support for
 
local health departments must come primarily from county taxes. Two
 
other examples of county control taken from the health field are (1)
 
each county determines'its own eligibility requirements for the crippled
 
-39 
children services program and (2)practically every county suppprts
 
a county hospital In 1960 it was reported that "approximately
 
$195 million of local government funds spent on health services goes
 
principally to maintain county hospitals.,65
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Chapter 3. CHRONOLOGY OF THE CHRONICALLY ILL AND AGED PROGRAM 
Introduction
 
In this chapter a chronology of important events in the Chronic 
Illness and Aging (CI&A) program of the Department is set forth0 First, 
a brief summary of the Community Health Services and Facilities Act 
of 1961 is given. 'The Act permitted the Public Health Service to 
establish the Chronically Ill and Aged Services federal formula grant, 
The historical review of the CI&A program in California from 1961 to 
the present (May, 1964) follows, This review concentrates on the major 
Departmental decisions in the allocation of the CI&A grant received by 
California, Because of the importance of the allocation of the initial 
CI&A grant in the fall of 1961 much attention is given to it, The infor­
mation presented in this chapter is used in the analyses of Chapters 5 
and 6. 
The Community Health Services and Facilities Act of 1961
 
President Kennedy's special message on his health program was sub­
mitted to Congress on February 9, 1961. The proposed legislation on
 
community health services and facilities was introduced on February 24,
 
1961. Hearings were held by the House Committee on Interstate and
 
Foreign Commerce and by the Senate Committee on labor and Public Welfare.
 
Eventually bills were passed by the House and the Senate, Although the
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bills differed on some significant points the differences were reconciled 
by a joint conference committee)- President Kennedy signed the final 
bill into law on October 5, 1961. 
The Community Health Services and Facilities Act, which comprises
 
a number of amendments to the Public Health Service Act, has three major 
objectives: (1) increased availability, scope, and quality of community 
out-of-hospital health services and facilities Anich will assist in 
meeting the health needs of the chronically ill and the aged; (2)
 
increased and expanded health facility research, demonstrations, and 
experimentation; and (3) increased construction of health research
 
facilities,2 To carry out these objectives the Act provides3 for:
 
1. 	Matching grants to states for a period of five years for
 
extending local out-of-hospital health services, primarily
 
for the chronically ill and aged,
 
2. 	Project grants for a period of five years for studies, experi­
ments, and demonstrations directed toward the development of 
new or improved methods of providing health services outside 
the hospital, with particular emphasis on the needs of chron 
cally ill and ageu persons, 
3. 	 Accelerated construction of public and other nonprofit nursing 
hones, 
4. Liberalized construction assistance for rehabilitation centers,
 
5o An expanded hospital and medical facilities research program
 
including grants for experimental and demonstration construction
 
and equipment,
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6. Increased construction of health research facilities,
 
7. Increased grants to schools of public health.
 
The part of the Act which is of interest for this study is the
 
section which increased from $30 million to $50 million annually the
 
ceiling on federal expenditures for public health grants-in-aid to the
 
states and added new Congressional authority to earmark appropriations.
 
A new federal formula grant, Chronically Ill and Aged Services, was
 
established as a result of the Act, and the CI&A funds were earmarked
 
for outside-the-hospital services for the chronically ill and aged0
 
The Public Health Service allotted $6 million for the CI&A grant-in-aid
 
program in 1961-62 which included $2 million previously appropriated to
 
help states improve nursing home programs0 4 The formula used to allocate
 
the CI&A grant to the various states is: "60 per cent on the basis of
 
population over 65, weighted by per capita income; LO per cent on the
 
basis of total population, weighted by per capita income - with no
 
state receiving an allocation of less than $40,000°, 5 The matching
 
requirements for the first four years are $1o00 of state or local public
 
funds for each $2.00 of CI&A funds; in the fifth year it becomes dollar
 
6
 
for dollar,

CI&A funds "are to be used to increase the availability, scope
 
and quality of out-of-hospital services for the chronically ill and the
 
aged,17 Among such uses are: expansion of home nursing and homemaker
 
services; development of coordinated home care programs; establishment
 
of information and referral services; establishment of screening clinics
 
for periodic health appraisal; provision of direct patient care services
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in nursing homes through additions to health department staffs; expansion
 
of public health laboratories to provide diagnostic services for nursing
 
home patients; and the education and training of professional and non­
professional personnel
 
Another feature of the Act enables the Public Health Service to
 
make Community Health Service project grants to states and to public
 
or nonprofit private agencies or organizations for studies, experiments,
 
and demonstrations loolng toward development of new or improved methods
 
of providing health services outside the hospital, particularly for
 
chronically .ill or aged persons0 The distinction between these project
 
grants and the formula grants to the states is that "the formula grant
 
objective is basically to extend or improve the availability, scope and
 
quality of [hronically ill and aged] services in all states while the
 
project grant objective is to study, conduct experiments and demonstrate
 
new or improved methods of providing such services '8 Because project
0 

grants allow the Public Health Service to deal directly with local agencies,
 
thus bypassing state health departments, they have caused controversy.
 
Events in California Prior to November 10, 1961
 
Three decisions seem to stand out in the events that occurred in
 
the Department in connection with the CI&A program between 1961 and the 
spring of 1964. The first decision, which occurred prior to November 10, 
1961, dealt with the Department's initial allocation of the CI&A formula 
grant0 The second decision had to do with a major extension of the 
Department's original allocation process. This extension, the establishment 
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of the CI&A Contract program, occurred during the fall of 1962, The
 
third decision, made in the fall of 1963, led to the use of CI&A funds
 
to help support a Medical Care Studies Unit in the Division of Preventive
 
Medical Services. Since there are many meetings and many decisions in
 
the narrative that follows, these three decisions should be kept as land­
marks to follow the description of events. In addition, Appendix II
 
gives a list of important dates in the California CI&A program
 
Public health personnel in California were well aware of the pro­
gress of the Community Health Services and Facilities Act Bill through 
Congress and what passage of the bill would mean. As early as July 10, 
1961, the San Francisco Regional Office of the Public Health Service 
had forwarded information "concerning the development of projects in
 
connection with the anticipated increased funds in the Chronic Disease
 
and Health of the Aged appropriationo" 9
 
When the bill appeared "doomed to die" in Congress due to lack of
 
support throughout the country, such organizations as the Association
 
of Schools of Public HealthlO and the Public Health Research Institute
 
of the City of New York l urged the Department to support the bill by
 
writing California Congressmen and getting influential people and organi­
zations to do the same0 This mas done0 In addition, on May 19, 1961,
 
the Director sent a letter to all local health officers urging that
 
they contact members of Congress in support of the bill and get other
 
prominent and interested citizens in their communities to do the same.
 
A brief outline of what the bill would mean to California and a list
 
of the Senators and Representatives from California were attached to 
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the letter. The California Conference of Local Health Officers (CCLHo)
 
at its meeting in May, 1961, sent a telegram to members of Congress
 
from California stating that the 0CLHO had endorsed this bill and urged
 
its passage.
 
With the passage of the bill by Congress on September 20, 1961,
 
the problem of implementing it began0 In the process of administering
 
the Community Health Services and Facilities Act the Public Health Service 
interpreted the general wording of the legislation and established spe­
cific policies and procedures0 There was a flow of information from
 
Washington to the states0 The Public Health Service, through its 
regional office in San Francisco, furnished material setting out guide­
lines for the use of the CI&-A money, On October 2, 19619 the Regional
 
Office forwarded a packet of material about the Community Health Services 
and Facilities Act which included ten pages on "Policy and Procedures for 
Use of Grant Funds for Services for the Chronically Ill and Agedo"' These 
pages contained suggested uses for the funds, the matching requirements, 
and the accountability requirements. On October L, 1961, a teletype to 
the Director stated that the Public Health Service had airmailed to him 
"materials covering the policy and procedure for use of grant funds and 
the tables of allocations to states and territories0. . . It also
 
described a conference by telephone that was to take place on October 5,
 
so that the Public Health Service could "talk to all State Health Officers
 
or their representatives simultaneously." On October 20, there was a
 
meeting attended by the members of the Director's Office (the Director,
 
the Deputy Director, and the Assistant Director), key Departmental
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personnel from the Divisions of Community Health Services, Preventive 
Medical Services, and Research, and representatives from the Regional 
Office of the Public Health Service° "The purpose of the meeting was 
to discuss the policies under which both the grant funds and the project 
funds authorized under the new act would be allocated0o"12 On October 23, 
the Regional Office forwarded copies of the Community Health Services 
and Facilities Act of 1961, the Senate report on H. Ro 49989 and the 
report of the joint Senate-House conference to adjust differences in 
the two versions of the bill prior to final passage.
 
Events in California prior to the final decision on use of the 
CI&A funds made available by the passing of the Act may be confusing 
for the following reasons. There were differing views both within the 
Department and within the CCLHO on how the CI&A funds should be allocated 
In addition, there had occurred at the same time increases in established
 
federal programs of heart disease control, cancer control, crippled
 
children services, and maternal and child health Discussion of the
 
CI&A funds was caught up in the broader question of how to allocate the
 
total increase in federal funds0
 
At the September, 1961, meeting of the Committee on Administrative 
Practices of the CCLHO the Department told the local health officers 
that some of the increase in established federal programs would be 
used to finance exdsting programs of the Department with the remainder
 
being distributed to local health departments either as subsidy or as
 
special projects0 "The State Department of Public Health suggested
 
that the money be used for special projects in local health departments,
 
47 
since the allocation of this money to many local health departments
 
"
 would not result in an increase in their programso i13 This last state­
ment refers to the fear that the federal funds given to local health
 
departments on a per capita basis would be used to replace county funds
 
in supporting local health department programs so that there would be
 
no over-all increase in money spent on health. Since the federal funds
 
would go to each county treasury, the local health officers wanted to
 
make sure that they would get the fands for use in their health depart­
ments0 This was a matter of concern to both the local health officers
 
and to the Department.
 
The Committee on Administrative Practices considered the advantages
 
and disadvantages of special projects and concluded:
 
Some health officers have found it possible to justify pro­
grams to local governing bodies after a demonstration made
 
possible with research funds. Other health departments have
 
found it difficult to secure support of their governing body
 
for application for research funds because of the fact that
 
when the funds terminate, the pr6grams, if continued, have
 
to be supported with local funds.'-4
 
The resolution finally passed by the Committee recommended that the
 
Department:
 
. . . notify local health"officers of the amount available
 
to their respective jurisdictions [based on a per capita
 
allotment] from additional Federal funds granted in 1961,
 
provided plans are submitted within 60 days for the use of
 
these funds for exoenditures not included in their present
 
budgets. if a suitable plan is not submitted by a health
 
department within 60 days, the funds for that jurisdiction

1 5
 
will revert to the special project funds0
 
Thus, the Committee disagreed with the Departmentts proposal that the
 
money be used for special projects. The plans mentioned in the Commit­
tee resolution refer to brief statements by local health officers on
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their proposed use of the additional federal funds. Under the Com­
mittee resolution every local health officer would receive federal
 
funds upon submission of an acceptable plan. The Committee was well
 
aware that when funds are allocated by means of special project grants
 
not every local health department would receive funds. The local health
 
officers felt that it would be much easier to prepare a plan than to
 
fill out the application form for a Local Special Project grant.
 
Following this meeting of the Committee on Administrative Practices,
 
one local health officer wrote to the Director as follows:
 
At the-last meeting of the Committee-on Administrative
 
Practices, we had urged the State Department of Public
 
Health not to toss the increased federal funds to be
 
expected in this year's budt into the Local Special
 
Project Program. The Committee on Administrative PracZ
 
tices recommended that such funds be offered to local
 
public health departments on the basis of submission of
 
a plan for extension or improvement in the local program
 
over and above that budgeted by the local governing body.
 
. .. It is noted from an earlier comnnication from
 
your office that $780,000 has been spent in the Local
 
Special Projects Program durihg the last few years; and
 
I don't think you have brought$780,000 worth of improved
 
public health services to Lhe citizens of California by
 
the method you have been follovdng 16
 
Because the Department considered allocating the CI&A money as 
project grants to the local health departments and because of the oppo­
sition to project grants in general by some local health officers, as
 
indicated by the above quotation, the following background information
 
will help in understanding these divergent views. The Local Special
 
Project program, originally called the Local Project Grant program, was 
started in the Department in 1957.17 The program was funded initially
 
by using an increase of $172,000 in the General Health Services formula
 
grant from the Public Health Service, The Public Health Service had 
stated that the increase in the General Health Services grant should 
be used for new or expanded programs especially in the field of serv­
ices for the chronically ill and aged. The Local Special Project
 
program was a means to insure that the funds were used in the manner 
specified by the Public Health Service. In addition, $50,000 vas taken 
from the Maternal and Child Health federal grant to support the Local 
Special Project program. The CCLHO approved the use of these funds 
in this manner. Because of the source of funds for this program, the 
applications were limited at first to certain categories. But these
 
limitations have been removed as money from several additional federal
 
categorical grants is now used to support this program0
 
To obtain a grant under the Local Special Project program a local
 
health department submits an application to the Department in competi­
tion with other local health departments. The application includes a 
budget, a description of the proposed project, its specific aims9 the 
method of procedure, and a plan for etaluation. Support for a project 
is limited to a period not to exceed three years. This program is 
administered by the Division of Research which makes recommendations to 
the Director to fund or not to fund applications. The Division of 
Research uses an advisory committee and staff from other divisions in 
the Department in arriving at its recommendations, When an application 
is approved, a contract with the applicant is dra m up on a reimburse­
ment basis. The principal reason for this program is to get the local 
health departments to meet new and changing needs, 
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At the October 2, 1961, meeting of the Division Chiefs, the resolu­
tion on the use of the increased federal funds adopted by the Committee
 
on Administrative Practices of the CCLHO was discussed0 The Chief of
 
the Division of Research expressed concern as to the future of special
 
project funds and programs. After some discussion it was agreed that
 
a committee of Division Chiefs would be appointed to explore this issue
 
and bring their suggestions to the October 16 meeting of the Division
 
Chiefs. It was further agreed that at the October 16 meeting, the Divi­
sion Chiefs would recommend a Departmental policy which would be presente
 
at the CCLHO meeting on October 25 and 26, but that no final decision
 
would be made until the matter has been discussed by the CCLHO.18
 
The October 16 meeting of the Division Chiefs was chaired by the
 
Deputy Director in the absence of the Director. Although the discussion
 
centered mainly on the additional heart, cancer, and maternal and child
 
health funds, any precedent set here would affect the allocation of the
 
CI&A money. It was decided that rather than present various alternatives
 
to the local health officers and ask for their preference, it would be
 
best to select one plan and present that to the COLHO, It mas agreed
 
that the increased federal funds should be allocated on the basis of
 
approved applications in accordance with the categorical intent of
 
Congress. After some discussion the decision was reached to allocate
 
the funds on a special project basis to local health departments and
 
other local agencies. This would be done by adding these additional
 
funds to those already used for the Local Special Project program.
 
However, in order to meet the objections of the local health officers
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the terms under which the Local Special Project program operated would
 
be changed in accordance with their suggestions. Instead of limiting
 
proposals to research, demonstration, or evaluation, the emphasis would
 
be placed on the extension and expansion of services. The Division of
 
Research was instructed to revise its policies and procedures to accomplisc
 
this 19
 
On October 18, the Chief of the Division of Research, who had not
 
been present at the October 16 meeting of the Division Chiefs when the
 
above decision was reached, wrote to the Director opposing the change
 
in the Local Special Project program. Instead, he suggested that if
 
the CCLHO desired, a separate program could be set up in the Department
 
to review or fund proposals whose objectives would be the implementation
 
or extension of established public health activities. He further
 
suggested that the CI&A money be pro-rated on an equitable basis to 
support the present Local Special Project program, the newly envisioned 
local agency extension of activities program, and program activities 
of the Department,20 
At the October 25 and 26 meeting of the CCLHO, the Director reviewed
 
the history of the allocation of federal funds for public health purposes
 
since 1935, He pointed out that although in recent years the Association
 
of State and Territorial Health Officers had supported increases in
 
General Health Services funds, Congress had made increased appropriations
 
only in specific categories such as heart disease and cancer control.
 
Hethinpresented the tentative plan of the Department for use of the
 
increased funds and the new CI&A money.
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Muh Lmaternai and uiict health] 'A" funds (approximately 
$200,000 increase) would be allocated to local health 
departments by formula, on the basis of approved plans, 
as recommended by the Committee on Administrative Prac, 
tices, NCH "B" funds (approximately $139,037) would be 
used for special MCH projects, Heart funds (approxi­
mately $34,/58) and Cancer funds (approximately $58,807)
 
would be used for special projects or State contracts
0
 
The Chronic Illness and Aging funds (approximately 
$356,300) would be for new service programs for chronic 
illness and aging, either in local health departments
 
or other official or non-official agencies, 21
 
The last sentence means that agencies other than local health depart­
ments could get CI&A money. There was much discussion about this plan:
 
It was pointed out by some health officers that in Cali­
fornia, where public health services are provided by
 
local health departments, increased funds for aipanding
 
programs are needed by local health departments The
0 

apparent incongruity of permitting other official and 
non-official agencies to share in the increased funds,
 
and yet attempting to secure State legislation to increase
 
Public Health Assistance funds for local health depart­
ments was stressed,2 2
 
The objection to project grants was raised again-

Some health officers have been unable to utilize project 
funds because of reluctance on the part of their govern­
ing bodies to approve the provision of services through
projects, because the services would eventually have to 
be continued with local funds or discontinued. 3 
A resolution was passed that the "Health Committee of the State Associ­
ation of County Supervisors and the Public Health Section of the League
 
of California Cities be asked to study the whole program of state and 
federal fund allocation,.24 A second resolution was passed which
 
stressed the local health officers' desire to have the additional fed­
eral funds allocated to local health departments by means of a per
 
capita allotmient subject to the submission of an acceptable plan for
 
the use of the funds by each local health officer:
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The Conference recognizes the authority and responsibility
 
of the State Health Department to allocate Federal funds
 
in whatever manner it deems appropriate.
 
The Conference, nevertheless, has been asked by the Director
 
for its advice, and approves the following resolution:
 
Whereas the State Health Department will receive an increase
 
in Federal funds this year,
 
and
 
Whereas approximately $800,000 is potentially available for
 
expafiding existing programs or starting new programs in the 
fields of Maternal and Child Health, Chronic Diseasep and
 
Aging,
 
and
 
Whereas the greatest public health need for development in
 
these fields is in the local health departments of Cali­
fornia,
 
and
 
Whereas there is an expression from local government of a
 
lack of financial resources for such development:
 
Therefore be it
 
RESOLVED, That the Conference recommend to the Director
 
that the approximately $800,000 be tentatively allocated
 
on the formula basis a per capita allotment] to each
 
approved local health department;
 
Provided that no approved local health department be allo­
cated less than $1,000, and
 
Provided that within 60 days the local health departments
 
submit plans to utilize these funds in the specific areas
 
for which they were appropriated and for bona fide new pro­
grams or definable expansion of existing programs,
 
Provided further that in the event suitable plans have not
 
been submitted within 60 days the allotted funds will be
 
reallocated by the State Department of Public Health for
 
appropriate uses during the remainder of this fiscal year.25
 
As one observer described the meeting, "The local health officers were
 
"26
violent at this meeting; they wanted the increased funds.°
 
On November 2, 1961, pursuant to a resolution passed by the
 
Conference, the Executive Committee of the COL O and two other local
 
health officers met with the Director and key members of the Department.
 
The subject of the meeting was the allocation of federal funds allotted
 
to California and the problems raised thereby. The Department agreed
 
that the maternal and child health funds would be allocated to local
 
health departments by formula provided an acceptable plan for use of
 
the funds was submitted within 60 days0 Because some local health
 
departments might fail to apply for their tentative allotment, there
 
would be funds available to reallocate. The local health officers
 
suggested that health departments be allowed to submit two plans, one
 
for use of their allotment, the other for funds which would be avail­
able if not all departments applied for their allotment.
 
The D'epartment stated that it planned to use the heart and cancer 
funds as it had in the past - for extension of Department activities 
and for contracts with local agencies. 
Two possible ways of allocating the CI&A funds were discussed. 
The first was to use a plan similar to that for Maternal and Child Health 
"A" funds. The other was to allocate the funds to any qualified 
program whether in the local health department or another community
 
health agency provided the local health officer approved of the pro­
gram submitted by the other agency. The idea of allocating the CI&A
 
funds to local health departments on a project grant basis had been
 
dropped0 Later, another suggestion was made that the funds first
 
be offered to the health departments on a formula basis and at the
 
same time, applications be accepted from other local agencies. If
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the health departments failed to submit acceptable orograms within
 
60 days, the remaining funds would be allocated to the other applica­
tions.
 
Some general points were made about the CI&A pkogram.27 Because
 
it is a new appropriation by Congress, "the use of these funds will be
 
carefully scrutinized, and worthwhile contributions in the fields of
 
Chronic Illness and Aging will be essential." On the other hand, it
 
was realized that 60 days was a short time in which to plan and initiate
 
a new program0 "It was generally agreed that whatever plan is used
 
this year in the allocation of these Federal funds, it is not essential
 
that the same plan be used in subsequent years." Information regarding
 
the funds would be mailed to the local health officers the week of
 
November 6, and the deadline for applications would be the early part
 
of January, 1962.
 
The Department Decision on the Initial Allocation of CI&A Funds
 
On November 10, 196i, all local health officers were notified of
 
the State plan for allocating the CI&A federal formula grant0 The
 
plan was described as representing "an effort to strongly support
 
extensive local use of funds despite obvious administrative difficulties
 
"
 both for the State and for local health departments.o28
 
The CI&A program was discussed in two parts. First, the Community
 
Health Services project grants available direct from the Public Health
 
Service in Washington were mentioned and attachments describing these
 
grants in detail were provided. Then, the funds that had been made
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available to California on the basis of the Public Health Service 
formula grant were discussed. The purpose of the money was stated. 
"These funds are categorical in nature specifically for new out-of­
hospital services or extension of such services for chronic illness 
and aging in the 1961-62 fiscal year.tt29 An attachment gave the amount 
of money tentatively allocated to the health department to which the
 
letter was addressed.
 
The procedure set up by the plan for allocating the funds was:30
 
1. A tentative allotment was made to each health department in
 
31
 proportion to the state public health subsidy0
 
2. A plan for the use of this allotment must be submitted by
 
January 6, 1962. A plan will be required each year0 The
 
'health officer may designate a community agency other than
 
the health department to use these funds.
 
3. 	Because some health officers will not submit plans or because
 
their plans will not be acceptable, there will be some funds
 
available for reallocation0 At the same time as he submits
 
his plan referred to above, the health officer may also 
submit a supplemental plan which will be in co-netition with 
other local health departments for these funds. 
4. 	The plan must include:
 
a) A clear concise statement of the objectives to be accom­
plished with the allotted funds;
 
b) 	A brief statement of how these objectives are to be achieved,
 
including the specific services to be provided and the
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relationship of the proposed new or augmented services
 
to related services of other programs, such as those in
 
welfare departments, vocational rehabilitation, county
 
hospitals, visiting nurse associations, and private
 
hospitals;
 
c) A plan for appraisal (how to determine whether or not 
to 	continue this program);
 
d) 	 A budget for the remainder of 1961-62. 
The services, either new or extension of existing ones, are to increase
 
the availability, scope, and quality of out-of-hospital community health
 
services for the chronically ill and aged0 However, these funds may 
not 	be used to pay for an activity which pertains entirely to a single
 
chronic disease for which there is another federal grant authorized,
 
such as cancer, heart, or mental illness. Also, funds may not be used
 
for salary increases for existing staff. Meeting these requirements
 
is 	 the criterion by which a plan will be judged. 
5. 	Plans will be reviewed by an Advisory Committee. composed of 
the Executive Committee of the CCLHO plus other qualified con­
sultants who will recommend approval, disapproval, or modifica­
tion to the Director. 
6. 	All plans approved by the Advisory Committee and the Director
 
must also have the acceptance of the governing body of the
 
local health department before funds can be paid.
 
7. 	There will be an annual program audit but no fiscal audit.
 
Twenty-seven examples of acceptable plans under the CI&A program 
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were included. 
The letter stated that the CI&A program offered a challenge 
for the health officer to assume community leadership in a very signifi­
cant, new public health field. 
As previously mentioned, the pressures on the Director during the
 
period leading up to his final decision came from within the Depart­
ment as well as from the local health officers. Because the positions
 
taken by various groups within the Department remain substantially the 
same today, it is useful to briefly list these positions and the arguments 
used by their supporters. The position for each group is the point of 
view expressed by the leader of the group in discussions with the Direc­
tor about the CI&A program It does not mean that everyone in the group 
held that position. 
The differences in positions do not mean that the Divisions of 
Preventive Medical Services, Community Health Services, and Research 
have not accepted the Director's decision or have not worked to make 
the program a success. They have, They have also felt free to make 
suggestions about the operation of the program and to ask for periodic 
reviews to see if experience gained in operating the program could 
lead to improvements0 Such a meeting was held with the Director in 
August, 1963. Details are given in this chapter in the section, "The 1963­
64 Allocation of CI&A Funds." 
Position of Division of Preventive Medical Services 3 2 
Funds should be allocated on a project grant basis. Under this
 
arrangement local health departments as well as such institutions as
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hospitals, universities, and voluntary organizations submit a detailed 
proposal for research or demonstration in the area of chronic illness 
or aging0 The projects are for a period not to exceed three years. 
Because this is a competitive process, there is no assurance that a
 
specific health department will receive a grant, but this is quite
 
acceptable to the Division of Preventive Medical Services.
 
Arguments in Favor of This Position
 
1. Allocation by the project grant mechanism helps to ensure
 
that the intent of Congress is carried out. The Department can seek
 
out persons who want to do projects..
 
2, Precedents for using money in this manner are found in the
 
allocation of cancer control and heart disease grants since these
 
federal formula grants first became available in 1948 and 1950 respec­
tively.
 
3. Projects are funded for a maximum of three years. This
 
ensures that there will be continuing research, demonstration, and
 
evaluation.
 
4. The magnitude of the problems of chronic illness and aging
 
is so great that the limited federal funds need to be distributed in 
large enough amounts to ensure results.
 
* 5. Through the project grant mechanism the Department has a 
better chance of getting studies made in areas it considers important, 
6o
 
Arguments Against Other Provosals
 
1. Allotment to local health departments by a formula based on
 
population will result, in some cases, in merely substituting federal
 
money for local money. Thus, in many local health departments, there
 
will be no increase in their programs.
 
2. Allotment by formula results in "force feeding" of some local 
health departments . The local health officer doesn't want to refuse 
the allotment but he doesn't have any good projects in mind. So he 
just comes up with something and the result is that the CI&A money is
 
not used profitably.
 
3. Allotment by formula means that many counties get less than 
$5,000. 3 3 This is too small a sum to do anything with. 
4. Some county supervisors are conservative and denit think the 
public health role should be expanded. So, money going to these counties 
will probably not give desired results. 
5o Under the allotment by formula plan a local health officer 
could come up with just one new or expanded service and, assuming that 
the allotment didn't change, he would never have to do anything else to 
continue to get his money. 
Position of Local Health Officers34
 
All CI&A money should be tentatively allocated on a formula basis
 
to approved local health departments, provided that no allocation is
 
less than $1,O00. Within 60 days the local health department must
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submit a plan to utilize these funds in the specific areas for which
 
they were appropriated and for bona fide new programs or definable
 
expansion of existing programs.3 5 If a suitable plan is not submitted
 
within 60 days, the funds are to go to other official or non-official
 
health agencies.
 
Arguments in Favor of this Position
 
1. Health department programs must be geared to meet the needs
 
of a community. Problems differ by counties so a per capita allotment
 
is the fairest allocation method. Counties know their own problems
 
best and can use the allotment where it is needed.
 
2. It is primarily the local health departments that provide the
 
public health operations and services in California. While it may be
 
laudable to use CI&A money for studies and demonstrations, there is
 
still the problem of implementing the findings. If CI&A money is not
 
given to the local health departments then they must go to their county
 
boards of supervisors for funds. A local health department's portion
 
of its county's budget is typically less than five per cent. The local
 
health denartment's request for funds must compete with those of many
 
other county agencies and must be squeezed to fit into the total funds
 
provided by the county tax rate. Under this procedure it is difficult
 
for local health departments to get funds to implement new programs
 
which studies and demonstrations show to be desirable.
 
3. A plan submitted by the local health officer will place a
 
moral responsibility on his governing body that the funds be used in
 
accordance with the plane Assurances can be made that the use of the
 
funds will meet the intent of Congress.
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4. This is the first increase in federal funds in several years.
 
The last increase in 1957 was used to set up the Local Special Project
 
program in the Department. Local health departments are in need of
 
financial assistance and they should get this latest increase.
 
5. The Public Health Service had specifically stated that CI&A
 
funds may be used to expand local out-of-hospital services for the
 
chronically ill and aged.
 
Arguments Against Other Pronosals
 
1. Submitting project proposals involves overhead in making out
 
applications, quarterly reports, financial audits, and other paperwork.
 
It is a costly-and time-consuming method of allocating funds.
 
2. Small health departments don't have the staff to write "fancy"
 
proposals so they wouldn't get any grants. It is conceivable that
 
allocation by means of project grants could result in practically all
 
of the CI&A funds going to only a few local health departments. How­
ever, health problems involving chronic illness and aging exist in
 
every county.
 
3. In some counties the board of supervisors won't let the
 
health officer take on projects under the Local Special Project program
 
or similar programs.36
 
4. Some local health departments are not research oriented. Serv­
ice should be their primary function.
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Position of Division of Community Health Services
 
The position of the Division of Community Health Services is in 
general agreement with that of the local health officers. This divi­
sion stresses the need for general support funds for local health depart­
ments, These funds should continue from year to year in order to be
 
effective. However, the use of a modest amount of the CI&A funds, such
 
as ten per cent, for the CI&A Contract program is a reasonable way to
 
stimulate the demonstration of new approaches to problems.
 
Armuents in Favor of this Position
 
1. To carry out any program such as the CI&A program, strong 
local health departments are needed. It is by supporting and strength­
ening local health departments that program goals can be achieved. 
2. Distribution by a per capita allotment will allow financially 
hard-pressed local health departments to expand services and provide 
new ones. 
3. Even a small sum is beneficial. It acts as "seed money" to 
stimulate thinking about CI&A problems in a county, and also provides 
services and produces action where none existed previously Thus the
 
method will have state-wide effects.
 
Arauments Against Other Proposals 
1. If a local health department wants to conduct studies or demon­
strations, it can apply to the Department for a Local Special Project
 
grant or to the Public Health Service for a Community Health Service
 
project grant.
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2. Allocation by the mechanism of the Local Special Project pro­
gram will not result in an equitable distribution of funds throughout 
the State.
 
3. The purpose of these funds is not to fill gaps in our knowledge 
by undertaking elaborate "significant" research projects, but rather to 
get CI&A service oriented programs going throughout the State. 
Position of Division of Research
 
The Division of Research proposed that the CI&A money should be 
divided among three activities: (a) the Local Special Project program 
administered by the Division of Research, (b) a similar program in 
which the criterion for approving a project would be the extension of 
existing services, and (c) staff and other program activities at the 
Department level.
 
Armuments in Favor of this Position
 
1. This method will result in carrying out the intent of Congress.
 
2. Since the Division of Research already has a provenjmechanism 
in its Local Special Project program for administering research, develop­
ment, and evaluation projects in all areas of public health, the CI&A­
program willfit in very well. 
Arguments Against Other Proposals
 
1. There is no need to initiate new methods as the mechanism
 
already exists in the Division of Research to handle the allocation.
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The position of the Division of Research is similar to the Division
 
of Preventive Medical Services, the basic question is which Division in
 
the Department will administer the program. The position of the
 
Division of Community Health Services supports the local health depart­
ments0 The final decision made by the Director and embodied in the
 
November 10, 1961, letter leaned more toward the local health departmat
 
view - tentative allotment by formula based on the submission of an
 
acceptable plan. However, from the position of the Division of Preventive
 
Medical Services the Director included points which would make the "plan"
 
in the local health departments' position include some of the more spe­
cific justifications of a "project." The Division of Preventive Medical 
Services thought a plan should include:3 7
 
1. Clear statement of objectives;
 
2, Plan to achieve the objectives;
 
3. Relationship to present program;
 
4. Plan for appraisal (how a health department will determine
 
whether the program will continue); and
 
5. Budget.
 
These requirements for a plan were used with only slight changes in
 
wording in the November 10 notification to local health officers, The
 
final decision made by the Director has been subject to varying inter­
pretation. In general the Division of Preventive Medical Services has
 
emphasized the plan and the Division of Community Health Services has
 
emphasized the allotment,
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The 1961-62 Allocation of CI&A Funds
 
The CI&A program in California started with a big push to get 
programs in local health departments under way following the November 10, 
1961, notification to local health officers. The deadline for submission 
of plans by local health departments for use of the initial allotment 
of CI&A funds during the last half of the fiscal year was January 6, 1962. 
Within the Department some preliminary work had already been done. In 
August and September, 1961, the Division of Community Health Services had 
its bureau chiefs prepare reports on the implications for and potential 
activities of their bureaus under the Act. The regional medical coordina­
tors listed the programs under consideration or ready for implementation 
in the local health departments in their regions. 
The Division of Preventive Medical Services was given the responsi­
bility for the administration of the CI&A federal formula grant. Because 
this division had the same responsibilities for the other federal formula 
grants it was the logical division to administer the Department's CI&A 
program. The Bureau of Chronic Diseases in the Division of Preventive 
Medical Services was the obvious place to put a chronic illness and 
aging program. A separate unit called the CI&A Unit was created in the
 
Bureau to administer the CI&A program.
 
Following the announcement of the Departmental plan on November 10, 
1961, meetings were set up in the three regions of California at which 
the local health officers and members of their staff met with personnel
 
from the Divisions of Preventive Medical Services and Community Health 
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Services to discuss the allocation of the CI&A funds. At these meetings 
the ground rules were reviewed, questions were answered, and assistance 
was given in the formulation of plans. Because the Division of Community 
Health Services had three regional consulting teams visiting local 
health departments on a regular basis and because the Division sees its 
mission as promoting and supporting local health departments, its 
personnel were the logical ones to do most of the developmental work for 
the CI&A program. 
The problem of personnel to administer the CI&A program was a mat­
ter that required immediate attention. The man who had done most of the
 
staff work for the CI&A program in the Bureau of Chronic Diseases during 
the latter half of 1961 was leaving California as he had completed his 
year of residency in preventive medicine. The present Chief of the 
CI&A Unit was recruited and joined the Bureau of Chronic Diseases at the 
end of January, 1962.38
 
The first meeting of the Advisory Committee to review the plans
 
submitted by the local health departments was set for January 16, 1962.
 
The Executive Committee of the COLHO filled four of the seven positions
 
on the Advisory Committee. The other three members, a physician, a 
health educator, and one person representing the general public, were
 
persons outside the Department of Public Health who were well known for
 
their interest in the problems of chronic illness and aging. The staff
 
work done by the Division of Preventive Medical Services in preparation
 
for this meeting consisted in preparing summaries and appraisals of the
 
plans for which comments were solicited from other divisions within the 
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Department, making copies of the plans so that each Advisory Committee
 
member had a full set to study prior to the meeting, preparing a final
 
briefing on the CI&L program for the Director's Office, and recommending
 
which members of the Department should attend the meeting. An
 
example of one of the many procedural details that required a decision
 
was the question of how to handle the supplemental plans. A local
 
health officer could submit a supplemental plan at the same time he
 
submitted his basic plan (usually referred to as simply the "basic")
 
for use of his tentative allotment. If some jurisdictions did not
 
submit plans or if their plans were not approved, additional funds would 
become available and the supplemental plans would compete with each other 
for these funds. The staff proposed and the Advisory Committee agreed 
that a supplemental plan would be either approved or disapproved. If 
approved, a rating would be given to the supplemental by each member 
of the Advisory Committee, "1" for highest to t1511 for lowest which is 
similar to the procedure followed by the study sections of the National
 
Institutes of Health. The average of these ratings would establish
 
a priotity for the supplemental. The Advisory Committee thought that
 
all approved supplementals would be funded in order of their priority
 
ranking subject only to t1e availability of funds. This belief was
 
later to cause a controversy between the Divisions of Preventive Medical
 
Services and Community Health Services.
 
All basic plans were approved by the Advisory Committee on January 16,
 
1962. Although some plans were admittedly weak it was thought that the
 
time pressure under which the plans had been prepared, the newness of
 
the program, and the desire to get as many health departments as possible
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working on problems of the chronically ill and aged justified approval
 
of all plans. The financial details of this first allocation are
 
presented in the next chapter.
 
The 	1962-63 Allocation of CI&A Funds
 
With the next fiscal year starting in a few months, work for the 
1962-63 program began in the Department immediately following the 
January, 1962, meeting of the Advisory Committee. Forms for progress 
reports on the 1961-62 programs and application forms for the 1962-63 
plans were prepared. These were sent to the local health officers at
 
the end of February with a deadline of April 30, 1962, for submission 
of completed forms. The instructions for the plan were more detailed 
than they were in the November 10, 1961, letter. For example, the 
instructions for the section on methods and procedures were as follows: 
This section should spell out how objectives are to be
 
attained. The procedures should be appropriate to attain
 
the stated objectives and should be technically and admini­
stratively feasible. Included should be:
 
1. 	Organization of work to be done,
 
2. 	Services to be rendered,
 
3. 	Numbers and descriptions of persons receiving such
 
services,
 
4. 	Observations to be made,
 
5. 	Measures to be taken, and 
6. 	Methods for data collection and analysis.
 
During the spring of 1962, some questions were raised by local
 
health officers concerning changes at the local level in previously
 
approved programs and concerning the use of fees collected by a local
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jurisdiction for services supported by CI&A money. In addition, some
 
policy questions were raised by the new Chief of the CI&A Unit concerning
 
its 	administration. From these two sources there emerged a serieb of
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twelve questions which included such topics as the use of CI&A funds
 
for administrative purposes within the Department, liaison with the
 
regional medical coordinators, handling and review of appraisals and
 
applications, degree of involvement of the Bureau of Chronic Diseases 
in projects of special interest, the amount of information to be trans­
mitted to the Public Health Service, and the duties and responsibilities
 
of the Advisory Committee. These were the kinds of questions that would 
be expected to come up at the start of any new program when high level 
decisions are needed to determine policy and to set precedents. The
 
Chief of the Bureau of Chronic Diseases added some questions to the list
 
and revised some of the others. 
The Chief of the Division of Preventive
 
Medical Services suggested that a list of policy questions be sent to
 
the Director who "may wish to [bring] them to the attention of the 
Advisory Committee."40 A tentative list was circulated in the Divisions 
of Preventive Medical Services and Community Health Services for comments. 
Finally a list was put on the agenda of the Advisory Committee which was 
meeting on June 11, 19629 to review the CI&A plans for 1962-63.
 
The Advisory Committee did not get around to discussing several of the 
policy questions. On those that were discussed, they generally agreed 
with the Departmental recommendations. These procedural items are men­
tioned here to give examples of the extent and kind of administrative 
problems which the CI&A program caused within the Department. 
During May, 1962, the staff work in preparation for the second.
 
Advisory Committee meeting was similar to that which preceded the first 
meeting0 In addition, the Chief of the CI& 
 Unit and other members of
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the Bureau of Chronic Diseases met with the regional medical coordi­
nators of the Division of Community Health Services to review the pro­
grams started during the year. Although not much time had elapsed since
 
the approval of the basic allotments on January 16, 1962, some 54 pro­
grams were under way in the local health departments.
 
The second Advisory Committee meeting was held on June 11, 1962..
 
The financial details of the second allocation are presented in the
 
next chapter.
 
At the time of the second Advisory Committee meeting the staff of
 
the CI&A Unit consisted of the chief and one part-time steno-clerko In
 
addition there was a nurse on loan to the Bureau of Chronic Diseases
 
from the Bureau of Nursing who did some work for the CI&A Unit. The 
Chief-of the Bureau of Chronic Diseases had made a request in the spring 
of 1962 for another medical officer for the CI&A Unit but this request 
had been turned down. In October, 1962, a budget was submitted that 
would have enlarged the CI&R.Unit to three medical officers (including 
the chief), two research technicians, and two steno-clerks. However, 
it was not until the summer of 1963 that the second and third medical 
officers were added. So the CI&A Unit was mainly a one-man operation 
during its first two years. To help administer the CI&k program the 
Chief of the CI&A Unit received assistance from other members of the 
Bureau of Chronic Diseases and from the Division of Community Health 
Services. 
The Chief of the Bureau of Chronic Diseases and the Chief of the
 
CI&A Unit had different points of view about how autonomous the CI&k
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Unit should be, about the composition and function of the Advisory Com­
mittee, and about several other matters, A change in bureau chiefs of 
the Bureau of Chronic Diseases was made in the spring of 1963 with the 
new chief formally taking over in July, 1963. 
The staff of the CI&A Unit now (May, 1964) consists of three medical 
officers, one research technician, two public health nurses, and two 
steno-clerkso4dl Both nurses are on loan to the Bureau of Chronic Diseases 
from the Bureau of Nursing and spend part of their time in the CI& Unit. 
In effect, the CI&A Unit has about the equivalent of one full-time nurse, 
Of course, the regional medical coordinators and their consulting teams 
in the Division of Community Health Services play an important part in 
the administration of Departmental programs which involve local health
 
departments such as the CI& program.,
 
In September, 1962, the Department learned that the 1962-63 CI&A
 
formula grant to California would be $829,800 instead of $712,600 that
 
had been the figure used in planning for the 1962-63 fiscal year. The
 
Chief of the Division of Preventive Medical Services recommended to the
 
Director that the additional $117,200 could best be used by supporting
 
individuals in universitijes, hospitals, voluntary agencies, as well as 
local health departments who wanted to undertake studies in the CI&A 
field. The procedure for applying for "Chronically Ill and Aging Contract 
Funds" as this money was subsequently called for Departmental accounting 
purposes, was more formal and detailed than that required for plans sub­
mitted by local health departments, and the emphasis was put on demonstra­
tion By making awards on a competitive basis and by expanding the
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range of agencies who could apply, the Division of Preventive Medical
 
Services was able to achieve in this program those things that it had
 
wanted in the CI&A program in November, 1961, but which were largely
 
omitted, ie., emphasis on studies and demonstrations in new areas,
 
time limits on lengths of grants, greater specificity in proposals,
 
competition in awarding grants, and making grants to organizations
 
other than local health departments.
 
The reasons given by the Chief of the Division of Preventive Medi­
cal Services for not allotting the $117,200 to local health departments
 
on a formula basis subject to the submission of an acceptable plan, were*
 
(1) the amount of money for any one local health department would have
 
been very small, and (2) several months would have been consumed by
 
the allocation process which involves the notification of local health
 
departments of their tentative allotments, the preparation and submission
 
of plans by local health departments, the Departmental review and appraisal
 
of the plans, a meeting of the Advisory Committee, and a final staff
 
review prior to making recommendations to the Director. This process 
would not have left enough time'in the fiscal year for the local health
 
departments to recruit staff and get their programs started. The Chief
 
of the Division of Preventive Medical Services thought that much more
 
could be accomplished if this money were used by the Department for
 
contracts0
 
The present procedure for handling the CI&A Contract program is as
 
follows. Applications are studied by the medical officers in the CI&A
 
Unit. Comments on the applications are obtained from other members of
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the Division of Preventive Medical Services as efl as from members of 
the Divisions of Research and Community Health Services. A meeting of 
members of the CI&A Unit, the Chief and other members of the Bureau of 
Chronic Diseases, and the regional medical coordinators of the Division
 
of Community Health Services makes recommendations to the Director for
 
funding or not funding. Letters of approval or disapproval are drafted
 
for the Director's signature.
 
During the fall of 1962 the Chief of the CI&A Unit was very busy 
getting the CI&A Contract program started. The regional medical coordi­
nators in the Division of Community Health Services were notified of 
this new program and through them the word was passed to members of the 
regional teams and the local health officers. The notification of hos­
pitals. universities, and voluntary agencies was done by the Chief of
 
the CI&A Unit, During the first year of the program he had met many
 
people,in the health field0 Now, he simply called those he thought
 
might be interested in this new program This promotion continued through
 
the winter and into the spring of 1963 because a supplemental formula
 
grant of $81,588 from the Public Health Service received in January, 19639
 
was used for contracts0 42  The Chief of the Division of Preventive Medi­
cal Services presented the same arguments to the Director to justify
 
use of the supplemental formula grant to expand the CI&A. Contract pro­
gram as he had used to justify the initiation of the program several
 
months before. By March 4. 1963, twenty-four applications for CI&A Con­
tract funds had been accepted. Thirty-one applications were approved by
 
the end of the fiscal year.
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The 1963-64 Allocation of CI&A Funds
 
On September 13, 1962, members of the Bureaus of Chronic Diseases
 
and Maternal and Child Health fast with members of the Division of Com­
munity Health Services to begin planning the 1963-64 CI&A, and MOH pro­
grams 43 A tentative schedule was set up that called for the local 
health departments to submit appraisals of their 1962-63 programs and 
plans for 1963-64 by March 15, 1963:. It was agreed that staff and Ad­
visory Committee reviews of these plans would be completed in time to 
notify the local health departments of the results by June 1, 1963. The 
staff appraisal would be done by the respective program bureaus with 
assistance from the regional consulting teams. Consultation to the 
local health departments in the development of their plans would be 
channeled through the regional medical coordinators0 Forms and accompany­
ing releases pertaining to next year's plans would be worked out jointly 
between the program units in the Division of Preventive Medical Services 
and the regional medical coordinators in the Division of Community
 
Health Services, There would be regional meetings of local health'
 
officers with regional and program staff during February to insure a
 
clear understanding of the procedures0 44
 
On January 49 1963, a meeting was held at which members of the 
Divisions of Preventive Medical Services, Community Health Services, 
and Administration were present0 The reason for the meeting was to 
discuss the allocation of the 1963-64 CI&& and MCH formula grants, The 
details of the decision reached are given in the next chapter. In the 
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proposed CI&A budget for 1963-64 ten per cent of the total formula 
grant was reserved for contracts. So, the innovation of the fall of 
1962 had become an accepted part of the CI&A program by January, 1963. 
The annual allotment of CI&A funds followed the pattern of the 
previous year0 There were meetings held in various parts of California
 
during January and February, 1963, with local health officers and their 
staffs to transmit information about the progress reports on 1962-63 
activities and plans for 1963-64 which were due on March 15, 1963. 
Following the receipt of the plans there was the review of the plans 
with the regional medical coordinators in April, the summaries and ap­
praisals were written, the material was distributed to the members of 
the Advisory Committee, and the Director~s Office was briefed prior to
 
the third Advisory Committee meeting on May 22, 1963. The financial 
details are included in the next chapter. 
Differences between the Divisions of Preventive Medical Services
 
and Community Health Services 4 5 caused a re-examination of the CI&A and 
MCH programs during the summer of 1963. A letter dated June 20, 1963, 
from the Chief of the Division of Preventive Medical Services to the 
Director started the chain of events which led to a meeting with the 
Director of all concerned on August 2, 1963. The points raised in the
 
letter were more critical of the MCH program than of the CI&A program.
 
Also, the tone of the letter as well as the contents may have accounted 
for the sharp reaction it produced in the Division of Community Health
 
Services. The letter questioned the quality of the plans the local
 
health officers submitted, raised the point that the health officers
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did not take seriously the paper work needed to secure these funds,
 
and suggested that the Advisory Committee was not critical enough in
 
reviewing these plans. in addition, a change in the method of distributing
 
the funds to the local health departments was suggested. Under the present
 
mechanism there is the possibility that money allotted to a local health
 
department and not spent during the fiscal year will revert to the
 
46
 
county general fund at the end of the year
 
The five recommendations which ended the letter were that the
 
Department:
 
I. Should go to reimbursable contracts47 as the method of allotment
 
to local health departments,
 
2. 	Should clarify the criteria that plans of local health departments
 
must meet,
 
3. 	Should apprise the local health departments that the CI&A and
 
MCH 	 funds are not their "right1t 
4. Should restate the Departmentes authority to allocate funds to
 
a certain area beyond the per capita allotment if a larger 
amount is needed to achieve a desired result, and 
5. Should achieve closer working relations between program people 
(Division of Preventive Medical Services) and regional medical 
coordinators (Division of Community Health Services). 
The essential point of this letter was that there should be a tightening
 
up 	on the accountability of the CI&A and MCH funds. However, there 
were apparently enough "loaded" words in the letter to generate contro­
versy.
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The Division of Community Health Services did not write a point
 
by point reply to this letter but, rather, issued a Position Statement.
 
This statement representing the consensus of the Division generally
 
followed the points which are set forth in the previous section, "2Posi­
tion of the Division of Community Health Services." The basic point
 
in the Position Statement is that the program goals of the Department
 
will be achieved by supporting and strengthening local health depart­
ments°48
 
The criteria for approving local health department plans for use
 
of CI&A and MCH money also received attention in the Position Statement0
 
A difference of opinion had arisen between the Division of Community
 
Health Services and the Division of Preventive Medical Services over
 
the latter's recommendation, which had been agreed to by the Director,
 
not to fund the two supplementals with the poorest priority ratings that
 
had been approved by the Advisory Committee at its May, 1963, meeting
 
The Division of Community Health Services thought that because the
 
supplemental plans met the criteria set forth by the CI&A program4 9 and had 
been approved by the Advisory Committee they should have been funded, 
The Division of Preventive Medical Services contended that these two were 
of such poor quality that the recommendations of the Advisory Committee 
should not be followed 
On August 2, 1963, there was a meeting in the Director's Office 
attended by representatives of the Divisions of Community Health Serv­
ices and Preventive Medical Services to discuss the two documents
. 
The 
discussion often went beyond the five recommendations contained in the 
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June 20 letter and dealt with the philosophy of public health, the role 
of public health in medical care, and the delegation of health functions
 
by legislative bodies to agencies other than public health departments,
 
The Chief of the Division of Preventive Medical Services began the meet­
ing by stating that the real argument may be over differing philosophies
 
of public health50 even though the discussion centers on specific CI&A
 
and MCH programs0 The discussion of the CI&A program by the two divisions
 
generally followed the points set out in the previous section on positions
 
taken0 The Director stated that the real point being raised by the Divi­
sion of Preventive Medical Services was to reconsider the decision made 
two years ago on the method of allocating the CI&A formula grant and 
to ask the question, "Was it a good one?"t As to the June 20 letter, there 
was general agreement on the last three recommendations. This left the
 
reimbursable contract and the criteria for local health department plans
 
for further consideration. As for reimbursable contracts the Division of
 
Community Health Services was agreeable if the local health departments
 
could live with them0 This matter was put on the agenda for the August 22
 
and 23, 1963, meeting of the Committee on Administrative Practices of the
 
CCLHO. 51 An ad hoc committee composed of the Assistant Chief, Medical,
 
and Assistant Chief, Administrative, of the Divisions of Preventive
 
Medical Services and Community Health Services, and-ttbe Assistant Chief, 
Administrative, of the Bureaus of Chronic Diseases and Maternal and
 
Child Health was set up to go over the ground rules for local health
 
department plans. 
When the author asked one participant in a later interview what the 
August 2, 1963, meeting had accomplished, he replied that meetings like
 
8o
 
this were a form of "mild group therapy" and were necessary so that
 
decisions could be made later on. Toward the close of the meeting one
 
of the protagonists said that the meeting was very helpful because the
 
individuals involved in the situation could reach an understanding
 
through face-to-face discussion This he felt was much better than
 
exchanging sniping memos that could be misinterpreted
 
The ad hoc committee to review the Department's ground rules for
 
MCH and CI&A programs in local health departments held several meetings
 
and circulated drafts of revised instructions and application forms
 
for local health departments to members of the Divisions of Preventive
 
Medical Services and Community Health Services for their comments. The
 
results of the committee's work were presented to the Committee on
 
Administrative Practices of the CLH0 at its January, 1964, meeting
 
as an attempt by the Department to simplify and standardize the adminis­
tration of the CI&A and MH programs0 The only substantive change in 
the CI&A program as a result of the work of the ad hoc committee was 
the substitution of a Departmental Review Committee for the Advisory
 
Committee to review the plans submitted by local health departments
 
for use of their tentative MCH and CI&A allotments This change would 
begin with the allocation of the 1964-65 CI&A formula grant. The Com­
mittee on Administrative Practices approved the suggestions of the ad 
hoc committee. The use of the Advisory Committee created much additional 
work for the Department and for the four local health officers who served 
52 
on the Committee0 Any fears that local health officers might have
 
had in 1961 about the allocation of the formula grants had been removed
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by the operation of the MCH and CI&A programs during the intervening
 
three fiscal years.
 
The Medical Care Studies Unit is partially supported by CI&A
 
funds. This Unit was formally established in the Division of Preventive
 
Medical Services in September, 1963, as a direct result of action by
 
the California Legislature, In 1961 the LegislatUre passed Assembly
 
Concurrent Resolution 94 requesting the Department to make a study of
 
the quality of medical care in Californiao 53 Even though no State funds
 
were provided, the Department initiated studies in four areas of medical
 
care. Late in the spring, 1963, legislative session, the California
 
Legislature voted $50,000 to support a Medical Care Studies Unit within
 
the Department with the condition that the Department obtain $100,000
 
of matching funds elsewhere0 54 The Department negotiated for the next
 
several months with a private foundation in an attempt to get the $100,000
 
needed to mate h the State funds. When these negotiations failed the 
Chief of the Division of Preventive Medical Services recommended to the
 
Director that a $50,000 pediatrics study in the Bureau of Maternal and 
Child Health be placed in the Medical Care Studies Unit and that $50,000
 
from the 1963-64 CI&A formula grant originally budgeted for the CI&A 
Contract prgram be used to make up the $100,000 matching funds. The 
recommendation was aplroved by the Director. 
In September, 1963, the Director and the Chief of the Division 
of Preventive Medical Services, met with the Governor, the Director 
of the Health and Welfare Agency, and the Director of the Department 
of Finance to discuss the studies in medical care being carried on by 
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the Department of Public Health. At that meeting the Departmental 
plan for matching the State funds was presented and approved. 
One objective of the Medical Care Studies Unit is to "demonstrate 
its value . . . as a resource for aiding systematic, long-range planning 
of public medical care with emphasis . . placed on out-of-hospital 
services for the chronically ill and aged."55 Because of this emphasis 
on the chronically ill and aged the use of CI&A funds to support the 
Medical Care Studies Unit was justified. 
In February, 1964, the Public Health Service notified the Depart­
ment that its 1963-64 supplemental CI&A formula grant amounted to
 
98,522, This was somewhat larger than the previous year's supplemental 
grant of $81,588 and almost twice the amount the Department had estimated 
it would receive. The Department of Finance held up the Department 
of Public Health's use of these funds for two reasons:
 
1. 	California overmatches the CI&A federal formula grant. There­
fore, it wasn't necessary to use the supplementary grant for 
CI&A programs.56 
2, 	The budget session of the California Legislature was still
 
going on.
 
Because the Department's budget had estimated the CI&A supplemental
 
grant at $5L.000, the Department of Finance thought it might use the
 
amount of the grant in excess of $54,000 in some other department of
 
State government if the Legislature didn't approve funds for some desired
 
programs not in the field of public health, It took several meetings
 
with the Department of Finance and the submission of a list of projects to
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be undertaken with the CI&A supplemental grant before the funds were
 
released to the Department of Public Health in late April, 1964. The
 
list of projects to be administered under the CI&A Contract program was
 
drawn up bytheBureau of Chronic Diseases and approved by the Chief of 
the Division of Preventive Medical Services. The projects were then
 
presented and approved at a meeting on April 13, attended by the
 
Director, Deputy Director, Assistant Director, and representatives of
 
the Divisions of Preventive Medical Services, Community Health Services,
 
Research, and Administration. The list of projects was then forwarded
 
to the Department of Finance.
 
The reasons given by the Division of Preventive Medical Services
 
for allocating the supplemental grant by means of contracts with local
 
agencies rather than alloting the money on a formula basis to local
 
health departments were that the sum of money was too small to divide
 
up among all local health departments and that the time left before the
 
end of the fiscal year was too short for the local health departments
 
to prepare and submit plans. 57
 
As has been indicated in this chapter the Division of Administration
 
participated in many of the meetings about the CI&A program. 
There
 
are several reasons for the significant role this division plays
 
in Departmental affairs. The funds for support of the Department
 
of Public Health are not generated internally and decisions to
 
establish new positions within the Department require approval
 
from groups outside the Department. The division that represents
 
the Department in its contacts with those parts of its environment where
 
funds are allocated and approval for organizational changes is
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sought is in a key position to influence Departmental policy. The
 
Division of Administration represents the Department in many contacts
 
with its environment. One of the important functions of the Division
 
of Administration is to act as liaison betweenthe Department of Public
 
Health and the Department of Finance. Expansions of on-going public
 
health programs and details of financing and staffing new Departmental 
programs are negotiated with the Department of Finance. The Division 
of Administration also does much of the work of preparing the annual
 
Departmental budget which goes to the Department of Finance for review. 
Because of this budgetary responsibility the Division of Administration 
becomes involved in the internal operations of the entire Department
 
of Public Health. Therefore, the Division of Administration is usually
 
represented at meetings where financial matters and personnel changes
 
in Departmental programs are discussed.
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Chapter 4. FINANCIAL DATA OF THE CHRONICALLY ILL AND AGED PROGRAM 
Introduction
 
The fiscal information in this chapter supplements the chronology
 
of events in the preceding chapter. For purposes of clarity these two
 
interrelated aspects are presented separately.
 
The first part of this chapter deals with the Department's alloca­
tion process for the CI&A formula grant. This is followed by the fiscal
 
details for each of the three years the CI&A program has been in opera­
tion. Finally there is a fiscal summary covering all three years. The
 
analysis of the Department's CI&A program in Chapter 6 draws upon the
 
material presented in this chapter.
 
Allocation Process for the CI&A Formula Grant
 
The amount of the CI&A formula grant that the Department will 
receive for a fiscal year from the Public Health Service is not known 
until Congress passes the appropriation bill. Planning in the State
 
Department mid the local health departments occurs in the months pre­
ceding the start of the fiscal year, although Congress usually doesn't
 
act on the appropriations bill until the fall, several months after the
 
start of the fiscal year. Thus, the amount of money estimated for plan­
ning purposes at the State and local level is based on the budget sub­
mitted to Congress by the President and on informal conversations with
 
Public Health Service officials.
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The first step in the Department's allocation of CI&A funds to
 
local health departments is to decide on the amount of money that will
 
be made available to local health departments0 Then by use of a for­
mula1 this money is tentatively divided among the local health depart­
ments and each local health officer is informed of the sum set aside
 
for his jurisdiction. This sum is called the basic allotment or simply
 
the "basic." The local health officer submits a plan showing how his
 
CI&A basic will be used. The plans from all jurisdictions are reviewed
 
by the members of the Departmental Review Committee (formerly the
 
Advisory Committee). The Committee obtains appraisals of the plans
 
from other members of the Department before making final recommendations
 
on funding of the plans to the Director.
 
It mas foreseen that several things could occur which would cause
 
the total amount actually funded to be less than the total amount ten­
tatively allocated. Primarily these are: (1) some jurisdictions
 
would not submit plans, (2) some would submit plans for less than
 
the amount allocated, and (3) some plans would not be approved.
 
In order for the total amount allocated to local health departments
 
actually to go to them the device of a supplemeital plan, or simply a
 
"supplemental," was created, In addition to submitting a plan for the
 
use of his basic allotment, a local health officer could at the same
 
time submit a supplemental plan for use of additional funds that might
 
become available for the three reasons given above. These supplemental
 
plans are either approved or disapproved by the Departmental Review Com­
mittee and the approved ones are given a rating. The Committee then
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makes its recommendations to the Director for funding or not funding
 
the approved supplementals based upon the ratings and the amount of
 
money available.
 
The 1961-62 Allocation of CI&A Funds
 
The 1961-62 CI&A formula grant for California from the Public
 
Health Service was f356,300. As was mentioned in the section, "The
 
Comunity Health Services and Facilities Act of 1961," in Chapter 3,
 
these funds included money previously appropriated to help states
 
improve nursing home programs. The Nursing Home Contract program in
 
the Bureau of Hospitals was allotted $68,000 of the CI&A grant, $50,000
 
for contracts and S18,000 for salaries in the Bureau. After this amount
 
was subtracted from the total CI&A grant, the remaining 288,300 was
 
made available to local health departments. The allotment was made by
 
formula and each department was notified of its share on November 10,
 
1961.
 
At its January, 1962, meeting, the Advisory Committee approved all
 
forty-one basic plans submitted by local health departments, although
 
some were approved subject to contingencies0 The total thus committed
 
came to $258,959. In addition, nineteen supplementals totaling $58,266
 
were approved and rated. However, to stay within the limit of $288,300
 
only $29,341 of the $58,266 could be funded.
 
The thirteen highest rated supplementals used $20,456. The next
 
supplemental in the ratings was for $16,208. The Chief of the Bureau
 
of Chronic Diseases submitted two alternative plans for funding the
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supplementals to the Chief of the Division of Preventive Medical
 
Services. In each plan the thirteen highestrabed supplementals were
 
to be funded. The plans differed in that one involved funding the
 
fifteenth rated supplemental ($4,700) and only a portion of the four­
teenth ($4,185 of the $16,208 requested) while the other plan was not
 
to fund the fourteenth at all but to fund the fifteenth, sixteenth,
 
and a part of the seventeenth which would use all the $29,341 available
 
for supplementals. What happened was that the fourteenth supplemental
 
was not funded at all, the fifteenth was, but no others. Thus, the
 
precedent was set for not funding all approved supplementals when money
 
for doing so was available. Although this practice caused much dis­
cussion in the summer of 1963, the precedent was established in February,
 
1962.
 
Totaling the amount actually awarded gives $284,115 instead of
 
the 9288,300 originally allotted. This is shown in the table:
 
Basics $258,959
 
First thirteen supplementals 20,456
 
The fifteenth supplemental 4,700
 
TOTAL $284,215
 
This left a little over $4,000 available for use at the State level.
 
As it turned out, the board of supervisors of one county rejected its
 
local health officer's program and another county did not use all of
 
its approved basic. This made an additional $4,000 available for use
 
at the State level. Of this more than $8,000 total, the Division of
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Preventive Medical Services used $7,647 and-the Division of Community
 
Health Services used $601 for administrative expenses and program devel­
opment activities connected with the CI&A grant. 
Summary of CI&A Funds Used in California in 1961-62
 
PHS to CSDPH Regular 
Supplemental 
Total 
$356,300 
- 0 
356300 
CSDPH 
Allocated to Local Health Dejartments 
(Services at Local Level) 
$280,052 
State Level Support (Administrative Overhead) 26,248 
Bureau of Chronic Diseases 
Bureau of Hospitals 
Division of Community Health Services 
Division of Administration 
7,647 
189000 
601 
0 
Studies, Experiments, and Demonstrations 509000 
CI&A Contract Program 
Nursing Home Contract Program 
Medical Care Studies Unit 
0 
50,000 
0 
TOTAL $3569300 
The 1962-63 Allocation of CI&A Funds
 
The basis for Departmental planning for 1962-63 was that exactly
 
twice the 1961-62 formula grant would be forthcoming in 1962-63, a 
total of $712,600.2 But to be sure that the Department wouldn't prom­
ise money that might not be forthcoming from Congress the following 
arrangement was used0 Local health departments were asked to submit 
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two basic plans (Basic I and Basic Ii), the first to be used if only
 
$356,300 should be the amount of the formula grant, both to be used
 
if $712,600 were granted. In addition, supplemental plans could also
 
be submitted. The tentative allotment by the Department to the local
 
health departments totaled $578,680 for both basics. If $712,600 were
 
the amount of the grant $133,920 would be available for other uses0
 
Deducting the $68,000 for the nursing home program in the Bureau of
 
Hospitals leaves $65,920 for support of staff of the CI&A Unit ad other
 
administrative expenses in the Department0 The comparable figure for
 
1961-62 was $8,248.
 
At its June, 1961, meeting the Advisory Committee approved forty
 
Basic I applications amounting to $270,043 and thirty-seven Basic II
 
applications amounting to $239,293, making a total of $509,336 for
 
approved basic plans. The twenty-six supplementals approved totaled
 
$163,766. One basic plan and four supplementals were disapproved.
 
The Public Health Service later advised the Department that if
 
Congress approved the President's budget, 9829,800 would become avail­
able to California as their CI&A formula grant. In August, 1962, the
 
Chief of the Bureau of Chronic Diseases submitted a plan to the Director
 
through the Chief of the Division of Preventive Medical Services sug­
gesting how the $829,800 be allocated.
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unronic 	Illness and Aging Program, 1962-b39
 
Recommendation of Bureau of Chronic Disease for Use of Funds 
1. 	 Basic I Local Programs $270,043 
2. 	 Basic II Local Programs 2399293 
3. 	SuWpeental Local Programs elI approved 163,766 
supplementals would be funded 
4. 	Exploratory Programs (To be awarded by Bureau of 109000 
Chronic Diseases; maximum of $2,000 for any one 
program0 ) 
5. 	Nursing Home Program (Bureau of Hospitals) 58,000*
 
6. 	Administration, Pi-ocessing, Evaluation, 41,490
 
and Consultation by the State Department
 
of Public Health (5% of tbtal allotment).
 
Primarily for &dditional personnel ($28,344)­
and related expenses in the Bureau of Chronic
 
Diseases,
 
7. 	 To Be Determined 479208 
TOTAL $829,800
 
(*Note: 	 The allotment for the Ndtising
 
Home Contract progr&m should
 
have been $68,000 instead of
 
$589000.)
 
The Chief of the Bureau of Chronic Diseases suggested that item 7
 
in his proposed 1962=63.CI&A budget be used to increase item 4 to
 
$15,000, to employ additional staff at thb State level, to spend $5,000
 
for chronic disease educational materials, and to support additional
 
local projects.
 
In transmitting these-recommendations from the Chief of the Bureau
 
of Chronic Diseases to the Director, the Chief of the Division of Preventive
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Medical Services wrote the Director that he concurred with budget items
 
1, 2, 4, and 5. He continued, "However, I would like to discuss with
 
you whether item 3 should be funded completely as shown, as well as
 
the question of detailed budgeting for items 6 and 7." The final
 
action on item 3 was that the Division of Preventive Medical Services
 
followed the Advisory Cobmmittee ratings in funding the supplemeatals
 
except that the four approved supplementals with the poorest ratings
 
(representing $26,146) were not funded.
 
in late August, 1962, the Department vas officially notified that
 
- its 1962-63 CI&A formula grant was $829,800. In October, 1962, the
 
Chief of the Bureau of Chronic Diseases submitted a "Personnel and
 
Equipment Budget Request, Chronic Illness and Aging Program, 1962-63."
 
This budget called for seven positions in the Bureau of Chronic Dis­
eases -- a total of $81,200 - and three positions in the Division of
 
Community Health Services -- a total of $28,773 -- to administer the
 
CI&& program, The increase in the amount allocated for State level 
staff in the October budget over the August budget was made up of the
 
funds labeled "To be determined" in the August budget and of the money 
saved when the four supplementals with the poorest ratings were not
 
funded. Recruitment of a staff.in the Bureau of Chronic Diseases took
 
some time and was not completed until the summer of 1963. The saiggested
 
and budgeted staff for the Division of Community Health Services never
 
materialized.
 
As additional CI&A money became available to the Department,
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first the $829,800 instead of the planned $712,600 and later a supple­
mental Public Health Service grant of $81,588, the money was used for
 
contracts, some of which were with local health departments, and for
 
State level support.
 
During 1962-63 there were many changes and adjustments. As men­
tioned, four approved supplementals with the poorest ratings were not
 
funded, In addition, some local health officers did not use all of
 
their basic or supplemental allocations, some local health officers
 
revised their plans, and in one county the board of supervisors did
 
not adopt its local health officervs approved plan. The end result
 
was that basics funded totaled $464,891 and supplementals funded
 
totaled $119,845.
 
The final allocation of the 1962-63 funds is given in the following
 
table:
 
Summary of CI&A Fffnds Used in California in 1962-63
 
PHS to CSDPH Rekular 
Supplemental 
Total 
$829,800 
81.588 
$911,388 
CSDPH 
Allocated to Local Health Departments 
(Services at Local Level) 
$5849736 
State Level Support (Administrative Overhead) 105,694 
Bureau of Chronic Diseases 
Bureau of Hospitals 
Division of CbmmunityHealth Services 
Division of Administration 
Retirement, Health, and Welfare 
45,697 
18,000 
129655 
24il50 
5IL9_2 
Studies, Expetintnts, and Demonstrations 220,960 
CI&A Cbntract Program 
Nursing Home Contract Program 
Medical Care Studies Unit 
170,960 
50,000 
0 
TOTAL $911,3903 
By comparing the allocation planned on the assumption that $712,600
 
would be available with the final results given above, the distribution
 
of the additional funds can be determined0 These additional funds which
 
total $198,788 consist of $117,200 (the difference between $8299800 and
 
$712,600) and the supplemental Public Health Service grant of $81,588o
 
Allocated to Local Health Departments $ 6,056
 
State Level Support 219774
 
Contracts 
 170.960
 
TOTAL $198,790
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The 1963-64 Allocation of CI&A Funds 
Planning for the 1963-64 CI&A program assumed the CI&A grant 
would be $829,800. Since it was fairly certain that the federal grant 
would be at least this much, the concept of the two basics was dropped. 
In December, 1962, the Chief of the Bureau of Chronic Diseases recommended 
that the tentative allotment for 1963-64 be ten per cent greater than 
the tentative allotment for 1962-63. This would have meant that
 
$6369282 would be available to local health departmats. 
In January, 1963, representatives from the Divisions of Preventive
 
Medical Services and Community Health Services agreed upon the following 
preliminary budget 
Pronosed Budget for 1963-64 CI&A Grant 
Allocated to Local Health Departments 
(Services at Local Level) 
$602,000 
State Level Support (Administrative Overhead) 94,000 
Bureau of Chronic Diseases 
Bureau of Hospitals 
Division of Cbmmunity Health Services 
Division of Administration 
629000 
18,000 
89000 
6,000 
Studies, Experiments, and Demonstrations 134,000 
CI& Contract Program 
Nursing Home Contract Program 
84000 
50.000 
TOTAL $830,000* 
(*Note: Budget does not total $829,800 because of rounding.)
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At this meeting it was agreed that 'in the event of a substantial 
increase in the CI0&A category the budget issue will be reopened; any 
slight increases, however, will be reserved for contract operations
 
'bythe Bureau of Chronic Diseases." There was no attempt to define
 
substantial or slight. It vms also agreed that "as a general principle
 
o o oapproximately 10 per cent of the CI&A Category total should go
 
into services and demonstrations carried out by contracts with local
 
agencies0 "4 In 1962-63 nearly nineteen per cent - $170,960 of a
 
total grant of $9112390 has been used for contracts.
 
At its May, 1963, meeting, the Advisory Committee approved local
 
health department CI&A applications totaling $600,72, of vinich $513,283
 
were for fifty-eight basics and $87,464 for nineteen supplementals°
 
As usual, some of the approvals were subject to contingencies. The
 
Departmental staff review agreed with the action of the Advisory Com­
mittee in disapproving three basics, In addition, the staff recommended
 
that the two approved supplementals with the poorest priority ratings
 
not be funded and that $4,125 for equipment be deleted from one basic
 
application. The staff recommendations,were approved by the Director
 
There have been other minor changes and undoubtedly there will be
 
more before the end of the 1963=64 fiscal year,
 
Another budget meeting was needed for the 1963-64 CI&A program
 
because of the decision in September, 1963, to use $50,000 originally
 
budgeted for the 0I&A Contract program to support a Medical Care Studies
 
Unit in the Department and the receipt in October of additional informa­
tion from the Public Health Service on the amounts of the federal grants
 
for 1963=64o The Regional Office of the Public Health Service notified
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the Department on October 169 19639 that the CI&A grant would be 
$838,400. Although the actual amount of the supplemental CI&k grant 
from the Public Health Service would not be known for several months 
the Department estimated that it would be approximately $54.000o This 
would make a total of approximately $892,400 for the 1963-64 CI&A grant. 
The budget arrived at in November by representatives of the Divisions 
of Preventive Medical Services and Administration was-
Revised 	Budget for 1963-64 CI&A Grant
 
PHS to CSDPH Regular 
Supplemental (est.) 
Total 
$8389400 
__&O00O 
$8929400* 
CSDPH 
Allocated to Local Health Departments 
(Services at Local Level) 
5889000 
State Level Support (Administrative Overhead) 118,000 
Bureau of Chronic Diseases 
Bureau of Hospitals 
Division of Community Health Services 
Division of Administration 
789000 
18,000 
129000 
1O 000 
Studies, Experiments, and Demonstrations 1969000 
CI&A Contract Program 
Nursing Home Contract Program 
Medical Care Studies Unit 
96,000 
50,000 
50 
TOTAl $902000* 
(*Note-	 It was assumed that salat savings and unused allotments
 
to local health departments would result in actual expen­
ditures of $892,400, even though the budget total was
 
$9029000.)
 
In February, 1964, the Department learned that the CI&A supplemental 
grant amounted to $98D522D almost twice the $5L.000 that had been use. 
in planning the 1963=64 CI& program, The supplemental gtant was used 
to support studies , experiments, and demonstrations under the CIM -Con­
tract program, The latest (May, 1964) estimated budget for the 1963=64 
CI&A grant is given in the summary table in the next section 
Financial Summary of the Three Fiscal Years
 
In order to see how the amounts of money in various categories
 
have changed over the three fiscal years that the CI&A program has
 
been in operation, the information contained in this chapter is summa­
rized in the following tableg
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Summary CI&A Funds Used in California; 1961-62, 1962-63. and 1963-6k 
1961:62 1962-63 1963-64 
PHS to CSDPH Actual Actual Actual 
Regular
Suplemental
Total 
S356,300 
-- 0$356,300 
$829,80081.588$911,390 
$838,400
8$936,922 
CSDPH 
(Original Tentative Allotm6nt ($288,300) ($578,680*) ($601,940) 
to Local Health Departments' 
Allocated to Local Health Departments 280,052 584,736 5909000**
 
(Services at Local Level)
 
State Level Support 26,248 105,694 112,000
 
(Administrative Overhead) 
Bureau of Chronic Diseases 7,647 45,697 65,000 
Bureau of Hospitals 18,000 18,000 18,000 
Division of Community 601 12,655 10,000 
Health Services 
Division of Administration 0 24,150 12,00Q 
Division of Laboratories 0 0 6,000 
Bureau of Health Education 0 0 1,000 
Retirement, Health, and 0 5,192 (included in 
Welfare above figures) 
Studies, Experiments, and Demonstra- 50,000 220,960 235,000
 
tions
 
CI&A Contract Program 0 170,960 135,000
 
Nursing Home Contract Pro- 50,000 50,000 50,000
 
gram
 
Medical Care Studies Unit 0 0 50,000
 
TOTALS 356,300 911,390 9379000
 
*This allotment was based on the assumption that $712,600 would
 
be the amount of the 1962-63 formula grant.
 
**The figures in this column are estimated.
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The original tentative allotment of CI&A funds to local health 
departments by the State Department is not the same as the actual 
allocation shown after the fiscal year is over 4nd the final figures 
are in. This is so because some local health departments do not use 
all of the funds that are tentatively allotted to them prior to the 
fiscal year. 
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Chapter 5. USE OF ORGANIZATION THEORY IN ANALYSIS OF THE DEPARTMENT 
Introduction
 
Previous chapters have presented the history of the State Depart­
ment of Public Health and its handling of the CI&A federal formula 
grant. What is now needed is some framework within which to explain 
and understand the behavior observed, to bridge the gap between \ 
abstract decisiontheory models and the actual operations of the State 
Department of Public Health. Selections from organization theory that
 
were helpful -- and some that were not 1 -- in explaining behavior found 
in the field of public health and in the Department are given in this 
chapter. Notwithstanding attempts such as that of March and Simon,
2
 
organization theory is still probably best described as "a theory 4hich
 
has not yet been effectively systematized or quantified."3 Nevertheless,
 
the concepts selected from organization theory did provide a systematic
 
method of analysis.4 Some understanding of the overall organization
 
and of the behavior of members of the organization is needed before
 
specifying the elements of the allocation model for the CI&A grant.
 
Some of Simon's Concepts on Administrative Behavior
 
The most helpful set of concepts for analyzing the organization
 
of the State Department of Public Health was the set that Simon pre­
sented in his book Administrative Behavior.5 His analysis is built around
 
the central theme that "organization behavior is a complex network of
 
"6
 
decisional processes.
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The key to the process is to develop a careful and realis­
tic oicture of the decisions that are required for the
 
organization's activity, and of the flow of premises that
 
contribute to the decisions. To do this, one needs a vocabu­
lary and concepts that focus upon the significant and
 
dismiss the irrelevant0 7
 
Because individuals do not possess the knowledge, foresight, and
 
calculating ability assumed by classical economic theory, Simon sees
 
organization theory as being "centrally concerned with identifying
 
and studying those limits to the achievement of goals that are, in
 
fact, limits on the flexibility and adaptability of the goal-striving
 
individuals and groups of individuals themselves."8 Simon places the
 
individual in an organizational setting and examines the influences
 
that the organization brings to bear to ensure that the individual
 
makes decisions consistent with the organizational goals. These
 
influences are the concepts of training, authority, identification
 
(organizational loyalty, efficiency, and communication. Definitions
 
of these five concents and examples of how they were used in the
 
analysis of organizational behavior in the State Department of Public
 
Health comprise this section.
 
TraininE 
Training prepares the organization member to reach satis­
factory decisions himself, without the need for the constant 
exercise of authority or advice.. . Training may be of 
an in-service or a pre-service nature.9 
Pre-service training in medicine provides a common background for
 
many of those in the top positions in the Department. In particular,
 
the Director, the Deputy Director, and the Assistant Director all
 
have M.D. degrees. Although several sections of Chapter 3 empha­
size the differences among various groups over methods of allocating
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the CI&A formula grant, the differences should not overshadow the many 
areas of agreement. The similarity in educational background means 
that the participants talk the same technical language and have a
 
common concern for human welfare.
 
On the other hand, the emphasis on the M.D. degree leads to some
 
administrative problems in the public health field. The field and 
the Department tend to equate training as a physician with ability to
 
administer public health programs. This procedure is expressed by 
Simon as follows:
 
When persons with particular educational qualifications
 
are recruited for certain jobs, the organization is depending
 
upon the pre-training as a principal means of assuring correct
 
decisions in their work.10
 
However, because the nature of public health has changed, the clinical 
training of a physician is not needed to solve many of the new problems
 
which range from research into the effects of urbanization on health
 
to the creation of new techniques of measurement to evaluate public
 
health programs," As public health organizations and programs become
 
more complex there is a constantly increasing need for training in 
administration. Unfortunately, such training is not included in the 
medical school curriculum. There is little or no required course 
work in sociology and psychology. In addition, the lack of mathematics, 
statistics, and economics in the typical physician's course of studies
 
does not equip him to seek out and use the quantitative approaches to
 
organizational analysis and decision making presently available
 
should he enter the field of public health.
 
In addition to the M.D. degree physicians going into public health
 
usually obtain a Master of Public Health degree. However, the quantitative
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approach to administration is just beginningto be taught in schools
 
of public health. As yet this approach has not found its way into
 
the texts on public health administration.12 A book like Decision
 
Making in the White House is well received in the Department because
 
it reinforces existing attitudes in the Department toward administration
 
by stating that "Decision-making is not a science, bat an art. It
 
requires, not calculation, but judgmento "13
 
There is another way in which the preponderance of physicians in
 
key positions in the Department and in the field of public health
 
creates problems. Studies show that an important reason for the
 
choice of a medical career is the desire of an individual for inde­
pendence and freedom from outside interference.1 4 In contrast to
 
this expressed desire, public health offers physicians salaried jobs
 
in bureaucracies. Instead of treating patients individually in his
 
office a public health physician works with community problems in.a
 
political atmosphere. Thus it is not surprising that recruitment for
 
public health takes time and positions sometimes remain vacant for
 
extended periods.15
 
In-service training in management is available to Departmental
 
members through the California Interagency Management Development
 
courses offered to management personnel in all State agencies and
 
through the Training Office within the Department. The Department 
encourages management personnel to take advantage of these opportunities
 
and virtually all have participated. However, only a few courses are
 
offered,and the intent is to give a brief general 'review of a subject
 
area or to focus on a particular technique. Moreover, the Management
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Development courses are usually given in Sacramento and not in Berkeley. 
Within the Department a three-day seminar on operations research was 
held several years ago. A two-day session of program budgeting is 
planned for the fall of 1964. An awareness on the part of management 
of new concepts and techniques has been the outcome of these courses, 
but the overall impact thus far has not been great. 
Authoritv
 
A subordinate is said to accept authority whenever he per­
mits his behavior to be guided by the decision of a superior, 
without independently examining the merits of that decision.
 
S. .It fbllows that authority in the sense defined here, can 
operate "upward" and "sidewise" as well as "downward" in 
the organization. if an executive delegates to his secretary 
a decisio4 about file cabinets and accepts her recommendation 
without d re-examination of its merits he is accepting her 
authority.16
 
Authority based on the "right to the last word," authority based
 
on sanctions, authority based on specialized skill or knowledge of a
 
certain subject, and authority based on standard operating procedures
 
are all found in the Department. Authority operating upwards also
 
occurs in the Department. This kind of authority may enable persons
 
to pursue goals which do not further the Department's goals. One
 
reason that authority,can operate upwards in the Department is the
 
lack of staff in the Director's Office which causes all staff work to
 
be delegated to the divisions and bureaus. Two examples of this -kind
 
of authority follow.
 
The plans submitted by local health officers to obtain their
 
annual CI&A allotment are subject to staff review by the CI&A Unit
 
and others in the Divisions of Preventive Medical Services and Com­
munity Health Services. Final decisions are made after the
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recommendations of the Departmental Review Committee are taken into
 
account. The Director then signs the letters of approval or dis­
approval addressed to local health officers. Bedause his signing is the
 
extent of his reivew he doesntt independently examine the merits of the
 
decisions. According to Simon's definition this is an example of
 
authority operating upward. The same procedure occurs in the Local
 
Special Projects program where the staff work is done by the Division
 
of Research. The concept of authority is used in Chapter 6 to help
 
determine the decision maker in the Department's allocation of the
 
CI&A formula grant.
 
Identification or Organizational Loyaly
 
In making decisiofis their organizational loyalty leads them
 
rmembers of in organized group to evaluate alternative
 
courses of action in terms of the consequences of their
 
action for the group. (Simon points out that problems may
 
arise when goals of a subunit are not consistent with goals
 
of the organization and the individual identifies with the
 
subunit] I?
 
There appear to be three reasons why organizational loyalty or
 
identification is difficult to achieve in the Department and, conse­
quently, why decisions nay be made in terms of subunit goals which do
 
not further the goals of the Department.
 
The first reason is that most of the Department's budget comes 
from the State and federal governments already earmarked for certain 
bureaus or programs. It should be noted, however, that the Depart­
ment does influence the amount of funds earmarked for its various 
bureaus and programs through meetings with the Department of Finance, 
the Office of the Legislative Analyst, and the State Legislature.
 
Thus the typical situation in a private, profit-making corporation
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where corporate revenues from sales accrue to the corporation
 
as a whole to be allocated by top management among the various
 
divisions and activities does not exist in the Department of Public
 
Health.
 
The second reason lies in the history of public health in Cali­
fornia. At the State level, public health consisted of several auto­
nomous units prior to the reorganization at the end of World War II
 
which brought about the present structure of the Department. This
 
tradition of unit autonomy persists in the Department to some degree
 
today. A study of union democracy found that where local unions existed
 
prior to the formation of the international union the locals remained
 
strong and resisted efforts to create a centralized international
 
structure.18 This may partially account for the present organization
 
of the Department which has been humorously described as "a loose confed­
eration of feudal baronieso "19 The post-World War II reorganization of
 
the Denartment related in Chapter 2 was a federation of already existing
 
bureaus. The 1958 study reported that the integrated concept proposed
 
in the 1943 reorganization plan had never been fully realized in practice.
 
Finally, it is the author's impression that the California State 
civil service system causes division chiefs, assistant division chiefs, 
and bureau chiefs to identify with their subunits of the Department. 
Civil service regulations require an examination of an individual 
seeking employment or promotion. All positions at the level of bureau 
chief and above are specialized for a particular bureau or division. 
A person does not take an examination to become a bureau chief but 
to become the bureau chief of a narticular bureau. There is also 
much specialization in positions below the rank of bureau chief, 
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Approximately 250 classifications, each with its own examination, are
 
used by the Department. The Director must get the approval of the
 
Department of Finance and the State Personnel Board if he wishes to
 
create a new position in the Department of Public Health. Thus the
 
flexibility that exists in private corporations with their ability to
 
shift administrative personnel is difficult to achieve in the Depart­
ment of Public Health. In the opinion of the author the administrative
 
jobs in the Department of Public Health are not so specialized that one
 
could not have a general examination for administrators who could be
 
transferred or oromoted from one bureau or division to another regard­
less of the special function of the bureau or division.
 
Efficienc
 
To b6 efffdient simply means to take the shortest path, the 
cheapest means, toward the attainment of the desired goals. 
[The definition' of efficiency may be expanded as follows.j 
The crit6iion ofefficiency demands that, of two alternatives 
havifig the same cost, that one be chosen which will lead to 
the greater attainment of the organization objectives; and that,
 
of two alternatives leading to the same degree of attainment,
 
that one be chosen-which entails the lesser cost.20
 
Efficiency simply means maximum output for given input or minimum 
inout for given output. Efficiency as defined by Sinon was not as
 
useful in this study as his four other concepts discussed in this 
section. The lack of knowledge in the Department about the outnut 
of the CI&A program made the efficiency concept difficult to apply. 
What was needed to deal with the problem of allocating the OI&A formula 
grant was a more general concept relating alternatives to objectives
 
The concept of effectiveness, discussed in detail in Chapter 8, was
 
chosen. Effectiveness is a sum of weighted efficiencies, and in this
 
context efficiency refers to the probability that the selection of a
 
particular alternative will achieve a particular objective.
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fficiency in its input-output sense is a well-knovr concept in 
economics. However, economic analysis does not seem to be an impor­
tant tool in the public health field. A review of the articles that
 
have appeared during the past several years in the two leading public
 
health journals, the American Journal of Public Health and Public 
Health Reoorts, disclosed few articles based on economic reasoning.
 
For example, articles on the eradication of tuberculosis21 discuss
 
the problem in terms of what it means in a medical sense to eradicate a
 
disease and whether it is technically possible to do so with present
 
medical knowledge. There is no discussion of the cost involved, of the
 
potential benefits of reducing the incidence of tuberculosis from its
 
present level to zero, or of the uses that might be made of this money
 
in alternative investments in health. 
Two possible reasons for the
 
lack of economic analysis in the field of public health are:
 
i) public health personnel are physicians, nurses, social workers,
 
and others whose training typically does not include economics,
 
and
 
2) economists in significant numbers have only recently begun to study
 
public enterprise.
 
Communication
 
Communicatibn may be formally defined as any process whereby

decisional premises are transmitted from one member of an
 
organization to another. 
 Without communication there
 
can be no organization.2 2
 
A communications flow chart showing the formal and informal
 
channels used by individuals involved in the CI&A program is given
 
in Exhibit L. The informal organization that affects the CI&A nro­
gram stands out clearly when the communication flow chart is compared
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with the formal organization chart in Exhibit F. Exhibit L, Block 
B, shows the'large amount of interaction at all levels between the 
Division of Preventive Medical Services and the Division of Community 
Health Services while the formal organization chart shows the inter­
action between the Divisions occurring between the Division Chiefs 
or through the Director's Office. The informal organization is 
discussed later in this chapter in a separate section.
 
The communications flow chart of Exhibit L also displays the
 
elaborate administrative procedures of the CI&A program. The flow
 
chart of Exhibit M shows another way the Department could allocate
 
the CI&A grant. In this chart communication between the State Depart­
ment and the local health departments has been reduced to a minimum,
 
and the CI&A Contract program and the Medical Care Studies Unit have
 
been eliminated. The following question, prompted by the two flow
 
charts, is discussed in Chapter 8. In comparison with some simple
 
arrangement for allocating the CIMA formula grant such as the one
 
shown in Exhibit M, are the additional benefits obtained by use of 
the administrative mechanism shown in exhibit L greater than or equal 
to the additional costs of maintaining this mechanism? 
Simon offers no advice on how organizations should be operated: 
This volume dministrative Behavior deals with the anatomy
and physiology of organization and does not attempt to pre­
scribe for the ills of organization. Its field is organiza­
tional biology, rather than medicine. . . . Any prescriptions 
for administrative practice will be only incidental to the 
main purpose of description and analysis.23 
However, by use of the above concepts taken from Simon,24 an under­
standing of organizational behavior is made easier and this can lead to
 
the identification of the elements needed to form a normative model.
 
-- 
The Black Box
 
The concept of the black box, taken over by operations research
 
from electrical engineering,2 5 was the concept used to begin the study
 
of the Departmet. Briefly, a black box is any system "whose detailed 
internal nature one wilfully ignorest2 6 and "whose input and output 
characteristics alone are of interest.,27 The representation of
 
the Department as a black box is given in Exhibit J. Four fiscal
 
years are shown: 1951-52, 1952-53, 1961-62, and 1962-63. By 1951 the
 
post-war adjustments had been made 2 8 and the Departmental structure was 
similar to the present structure. The total flow of funds into the 
Department was $23,357,000 in 1951-52 and $20,679,000 in 1952-53. The
 
decrease was due primarily to a temporary decrease in federal funds
 
for hospital construction. However, the trend of expenditures for
 
public health was rising during the 1950's. The total funds for the
 
Department amounted to $44,844,000 in 1961-62 and 959,96o,000 in 1962­
63. The estimated total for 1963-64 is approximately $725,00,000. As 
mentioned in Chapter 1 the classification of funds in Exhibit J was 
helpful in selecting a part for further study. 
The CI&A orogram itself can also be thought of as a black box and
 
its outputs analyzed. Exhibit 0 shows that in the CI&A program in
 
1961-62 there was an input of $356,300 and a certain output, in 1962-63
 
there was an input of $911,390 and a different output, and in 1963-64
 
the input was similar to the previous fiscal year but there were some
 
differences in estimated output.2 9 These inputs and outouts30 especially
 
the changes in outputs -- gave leads for investigation of the mechanism
 
inside the black box. For example, Exhibit 0 shows that there were
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large year to year increases in funds allocated to the Bureau of Chraic 
Diseases, that the i'edical Care Studies Unit did not exist prior to
 
1963-64, that the CI&A Contract program which amounted to $170,960 in 
1962-63 is estimated to decrease to $135,000 in 1963-64, and that the
 
Division of Administration which received $24,150 in 1962-63 will
 
receive only $12,000 in 1963-64.31 These patterns nrovided a source
 
of questions for interviews with Departmental personnel and served 
to guide the search of the files. 
The fundamental drawback in applying the black box concept to the 
allocation of the CI&'t formula grant is that the outnut' can be given 
only in the names of services, demonstrations, and overhead expenses
 
supported by the CI&A money. The outout doesn't tell what the money
 
bought in terms of benefits to individuals from new or expanded services.
 
And it is what the money bought that is important for making decisions
 
about resource allocation. Therefore, the black box concept was
 
helpful in defining the resource allocation problem but not in solving
 
it. In the section, "The Decision Maker," in Chapter 6 the Director
 
will turn out to be the ultimate black box in the sense that he iill
 
be the unanalyzed unit who is queried and whose reactions are recorded.
 
The "Principles of Administration"
 
Another approach.to the study of organizations was developed by
 
such men as Fayol, Gulick, and Urwick.3 2 Their approach is generally
 
known as "the principles of administration." Because this approach 
seems to be well established in the public health field and because
 
it seems to be the basis upon which the previous studies of the
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Department mentioned in Chapter 2 were made, some discussion and
 
criticism is warranted.
 
"Principles" include such concepts as "span of control" and
 
"unity of command." The span of control principle states that "no
 
superior can supervise directly the work of more than five or, at
 
the most, six subordinates whose work interlocks."3 3 The unity of
 
command principle states that "for any action whatsoever, an employee
 
should'receive orders from one superior only."34 In their book,
 
Koontz and O'Donnell state:
 
Principles are used here in the sense of fundamental truths
 
applicable to'a given set of circumstances. .... There are
 
those whoobjebt to using the term "principles" for funda­
mental truths not supported by elaborate and complete sta­
tistical verification of their validity. . .. However, the 
authors have had occasion to see and experience the appli­
cation of all principles outlined in this book and have
 
found*them to be verified in practice by a large number of
 
managers whos& workthey have observed and whose experiences,
 
recount&d'in the exoanding literature of management, they
 
have studied.35
 
For Fayol, "princinles"are "acknowledged truths regarded as proven
 
on which to rely."3 6
 
A brief discussion of the "principles of administration" is needed
 
because the "principles" approach seems to be deeply ingrained in
 
the public health field. A standard public health text now in its
 
fourth edition is Hanlon's Principles of Public Health Administrati6n.
 
The chapter on 'Organizational Considerations in Public Health"
 
stresses the "principles" approach.37
 
There are certain well-established principles of organization
 
that are applicable equally to public and to private enterprise
 
In the final analysis, they consist essentially of the appli­
cation of common sense to the management of a group of people
 
working toward a common goal: the maintenance of a balance
 
between responsibility and authority, consideration of the
 
limits of human capability, the relationship between ultimate
 
productive action and the supplementary needs related to it.38
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Hanlon's discussion of organizations is in terms of organization by
 
function, by geographical area, or by clientele; rel&tionship of line
 
to staff; and the other phrases from the "principles" literature
 
including the span of control and unity of command mentioned above.
 
Hanlon discusses resource allocation in the following manner:
 
The r&s6urces available to the total organization are limited
 
and must be carefully and logically distributed among all of
 
the'fdnctional units on a basis determined by the over-all
 
purp6e&and program of the organization. To accomplish this
 
successfully involves continuous efforts for the coordination
 
of all parts of the organization.39
 
Organization theory as described in the introduction to this chapter
 
was not found in the books on public health administration.
 
The "principles" approach is also found in the training material
 
the California State Personnel Board furnishes the Departmental Training
 
Officer. One lesson covers the art of delegation and the span of con­
trol. Another lesson draws from the previously cited work of Koontz
 
and O'Dornell. Still another lesson entitled "Principles of Organi­
zation" divides the discussion into six functions: planning,
 
communicating, directing, controlling, coordinating, and developing.
 
This is very similar to Gulick's famous seven functions (POSDCORB):
 
planning, organizing, staffing, directing, coordinating, reporting, and
 
budgeting. 4 0 
Simon has attacked the "principles" approach and in the introduc­
tion to the second edition of his Administrative Behavior stated that
 
he could see no reason "to depart from[hii original evaluation of the
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'principles' as essentially useless." Simon's argument against
 
the "principles" approach is succintly stated:
 
- 1l5 
It is a fatal defect of the current principles of adminis­
tration'that, like proverbs, they occur in pairs.' For
 
almost eVery principle one can find an equally plausible
 
And abbe~table contradictory principle. Although the two
 
principled-of the pair will lead to exactly opposite organi­
zational recommendations; there is nothing in the theory
 
to indicate which is the proper one to apply.4 2
 
It was the lack of operational definitions, the difficulty o.
 
knowing when to apply which "principle," that led Simon to propose
 
an alternative theory of administrative behavioro4 3  In the context of
 
this study the author didn't find the "principles" or the "fundamental
 
truths" helpful in analyzing the problem of resource allocation.
 
Some Sociological Approaches to the Study of Organizations
 
Sociologists are interested in various aspects of organizational
 
behavior. Simon refers to the descriptive study of the way in which
 
t
human beings behave in organized groups as a "sociology of administra­
tion.14 4  
In a survey article Gouldner defines two distinct approaches
 
sociologists have used in the stUdy of organizations. 4 5 There is a 
"rational" model which stems from the work of Weber and a "natural
 
system" model which is associated with such names as Selznick and
 
Parsons. Weber's model advocates bureaucracy as the rational way
 
to solve the administrative problems of complex organizations. The 
other model focuses on disruptions of organizational equilibrium and 
the mechanism by which equilibrium is maintained. Although the aim 
of sociological study of organizational behavior has not been to
 
improve decision making within the organization, the concepts of
 
sociologists are essential to those who are interested in problem
 
soliing. Ideas from the literature of sociology which are used in
 
-116 
this study include bureaucracy, dysfunctional consequences, co~pta­
tion, the informal organization, commitment, displacement of goals,
 
succession of goals, the changing needs of an organization, and ability
 
versus authority.
 
Bureaucracy
 
In this study the term bureaucracy is used in its sociological 
sense. "Colloquially, the term 'bureaucracy' connotes . . . rule­
encumbered inefficiency. In sociology, however, the term is used 
neutrally to refer to the administrative aspects of organizations."46 
It was Max Weber who first described modern bureaucracy.47The
 
State Department of Public Health fits Weber's description of a
 
bureaucracy. For example, laws and administrative regulations fix the
 
jurisdictional area of the Department, and management follows a more
 
or less stable, more or less exhaustive set of rules as set forth in
 
the State Administrative Manual and the Departmental Administrative
 
Manual. There is a hierarchy of authority and appointed officials pur­
sue careers within the hierarchical order. Training is required for
 
management positions and examinations are a prerequisite of employment.
 
Employees have legal guarantees against arbitrary dismissal or transfer.
 
Weber who saw the reason for the advance of bureaucracy in "its
 
"48
 
purely technical superiority over any other form of organization,
 
had this to say: 
Its [bureaucracyls4 specific nature, which is welcomed by 
capitalism, develops the more perfectly the more the bureau­
cracy is 'dehumanized,' the more completely it succeeds in
 
eliminating from official business love, hatred, and all
 
purely personal, irrational, and emotional elements which
 
escape calculation. This is the specific nature of bureau­
cracy and it is aoprais~d as its special virtue,49 
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Weber's work on bureaucracy formed the basis for later studies which
 
confirmed, extended, or modified his ideas. The next eight sections
 
deal with behavior found in bureaucracies which is at variance with
 
the nature of bureaucracy as Weber defined it. Examples of such
 
behavior in the Department are given.
 
Dysfunctional Conseauences
 
Sociologists writing after the pioneering work of Weber have
 
stressed the unanticipated responses of members of an organization
 
to attempts by management to operate the organization along the lines
 
of Weber's rational model.50 Such unanticipated resnonses often have
 
dysfunctional consequences. An example of dysfunctional consequences
 
resulted from the Department's reporting procedures required of local
 
health departments for their allotment of CI&A and other federal cate­
goridal: funds. A series of fbrms sent by the State Department to
 
local health departments in early 1963 required local health officers
 
to list the health needs of their jurisdictions, to evaluate their
 
overall operation in 1962-63, and to state their program plans for
 
1963-64. One of these forms pertained solely to the CI&A program.
 
The aim of the Department was to get local health officers to evaluate
 
and to plan in a systematic manner. However, the resultant complaints
 
by local health officers and the ill will expressed towards the Depart­
ment were dysfunctional consequences.
 
One local health officer said with reference to the reporting 
requirements of the CI&A program that there was "too much work for 
the little amount of money," and another said, "The State rides my 
neck for nine months for $3,000. It's not worth it.",51 
Comments from two other local health officers refer to reports
 
in general:
 
You have to keep so many records and make evaluative reports
 
and post audits. It's just not worth the trouble to apply
 
for these special or categorical funds unless it is a big
 
one......If the saine things are in effect next year I'll 
tell them just to keep their damn money.52 
I would like to b!ing to your attention the great increase
 
in report6 required for the various categorical programs 
of local health departments. . . . It appears that there 
is a grdat'deal of effort being made by State staff to dream 
up differnt'record systems to be submitted to local opera­
ting agencies with the request that they be implemented on 
very short notice and with little prior discussion. . . 
We have found ourselves in a vicious circle of developing 
more renorts to keep the £Statej consultants in their'head­
quarters office reading the reports instead of visiting in
 
the field'and observing and developing first-hand knowledge
 
of local public health operations.53
 
The dysfunctional consequences may, however, lead in the long
 
run to a better relationship between the State Department and local
 
health departments. As a result of the complaints the Department
 
is making a study on the need for andise of all statistical data
 
submitted on a regular basis by local health departments. Also,
 
an ad hoe committee was created which screens all new requests by
 
Departmental personnel for information from local health departments.
 
Codotation
 
"Cofptation is the process of absorbing new elements into the
 
leadership or policy-determining structure of an organization as a
 
means of averting threats to its stability or existence."54 Codpta­
tion is one of several reasons5 5 for the large number of advisory com­
mittees found in the field of public health. It seems impossible for 
any new activity, study, or program to be undertaken without the first 
official act being the formation of an advisory committee.56 The 
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Department has advisory committees in twenty-four different areas
 
ranging from air sanitation to vector control.57 The composition
 
of the Advisory Committee for the Medical Care Studies Unit illus­
trates very well the wide range of representation that may be found
 
on advisory committees. Medical care is an area in which public health
 
and other government agencies on the one hand and the private prac­
tice of medicine on the other each have an interest and the boundary
 
line between the two is not precisely defined. The ten members of
 
this advisory committee are: the Directors of the State Departments
 
of Public Health, Social Welfare, and Mental Hygiene; the Presidents
 
of the California Medical Association and the California Physicians'
 
Service; a member of the Board of Directors of the California Dental
 
Association; the Director of Medical Economics of the Kaiser Founda­
tion Health Plan; a county hospital administrator; a local health
 
officer; and an economic consultant. There are advisory committees
 
even on activities entirely within the Department. Some examples
 
are the Intradepartmental Data Processing Advisory Committee, the
 
Intr-departmental Research Advisory Committee, and the Personnel
 
tand Training Advisory Committee. So the formation of an advisory
 
committee for the CI&A program was an instance of the use of an
 
accepted mechanism in the public health field.58
 
The Informal Organization
 
The informal organization "refers to interpersonal relations in
 
the organization that affect decisions within it but either are
 
omitted from the formal scheme or are not consistent with that
 
scheme."r59 The communications flow chart in Exhibit L shows that
 
120 
the informal organization is indispensable to the day-to-day opera­
tion of the CI&A program. Block B of the flow chart is only a summary 
of the many informal contacts that occur between the members of the 
Divisions of Preventive Medical Services and Community Health Services. 
Interpersonal relationships can arise in a variety of ways. For
 
example, some members of the Divisions of Community Health Services
 
and Preventive Medical Services ride in the same car pool. As one
 
member of the car pool expressed it, "We get a number of things 
ironed out on the way home." 60 Joint visits by members of these
 
two divisions to local health departments to review CI&A programs 
also help to build the informal organization.
 
Physical location has its effect on the relationships that 'dill
 
develdp. Members of the Division of Preventive Medical Services 
occupy offices in several different buildings. The Assistant Chief,
 
Medical, and Assistant Chief, Administrative, have offices on the
 
same floor of the main building as the Division of Community Health
 
Services. These members of the Division of Preventive Medical Services
 
have much more face-to-face interaction with the members of the Divi­
sion of Community Health Services than do the members of the CI&A Unit 
who are located in another building. Several times the author found 
the members of the CI&A Unit making plans based on policies that the 
author knew had been changed from his contacts in the main building. 
Another important factor in building the informal organization 
is the location of a cafeteria in the main office building. Indiz<
 
vidials meet there frequently not only for luncheon but also for regu­
larly scheduled coffee breaks. The conduct of Departmental business
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is facilitated by the institutionalized means of easy access to admin­
istrative personnel provided by the existence of the cafeteria. As
 
one member of the Department remarked to the author, "You can get a
 
'yes'inthe cafeteria more easily than you can in a person's office." 
Another member is discussing the informal organization with the author 
said he relied greatly upon the cafeteria as a communication device. 
He put it this way, "If I didn't have the coffee shop I don't know what 
I'd do." 
Commitment
 
Organizations develop obligations over a period of time to act
 
in a certain way. Such obligations are called commitments,61
 
The systematized commitments of an organization define its
 
character. -Day-to-day decision, relevant to the actual
 
problems met in the translation of policy into action,
 
create precedents, alliances, effective symbols, and per­
sonal loyalties which transform the organization from a
 
profane, manipulable instrument into something having a
 
sacred status and thus resistant to treatment simply as a
 
means to some external goal.62
 
Plans and programs reflect the freedom of technical or ideal
 
choice, but organized action cannot escape involvement, a 
commitment to personnel or institutions or procedures which 
effectively qualifies the initial plan.63 -
Commitments make for stability in organizational behavior. They may
 
be embodied in the budget, in standard operating procedures, or, less
 
formally, in the organizationts "memory." By these means the commit­
ments are institutionalized in the organization.6L Two examoles of
 
commitments by the State Department to local health departments are
 
given. The first involves bringing local health officers into the
 
decision making process for the allocation of federal formula grants
 
and the second involve's passing on to local health officers a substan­
tial part of the CI&A formula grant.
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The Director has made it a practice personally to bring problems
 
affecting local health departments to the semi-annual meetings of
 
the CCLHO and to certain meetings of its standing committees. Al­
though the decisions on allocation of the federal formula grants are
 
oart of the Department's duties, the decisions naturally affect local
 
health departments. By consistently informing local health officers
 
of the details about changes in federal formula grants and asking for
 
their advice, the Department has brought the local health officers
 
into the policy determination of the allocation of the formula grants.
 
The pattern in which the Department consults with local health offi­
cers has been set so that unilateral action by the Deoartment is
 
unlikely.
 
The Department has allocated a substantial part of the CI&A formula
 
grAnt to local health departments in each of the three fiscal years
 
the program has been in existence. In turn, local health officers
 
recognizing a commitment in this flow of funds (1) have established
 
chronic disease programs, (2) have agreed to a change in the Califcrrnia
 
Health & Safety Code which makes it mandatory for every local health
 
department receiving State subvention funds to have a chronic disease
 
program, (3) have had their chronic disease programs approved by
 
their county boards of supervisors, (4) have had civil service posi­
tions created where necessary, and (5) have recruited personnel to
 
run the nrograms. Therefore, when the Department discussed the 1964­
65 allocation of the CI&A formula grant, alternatives involving the
 
elimination of allocation of CI&A funds to local health departments
 
were no longer feasible because of the commitment by the Department
 
to local health departments.
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Disn!acement of Goals
 
Adherence to rules, originally conceived as a means, become
 
transformed into an end-in-itself; there occurs the familiar
 
prbcess of disnlacement of Roals whereby "an instrumental 
value becomes a terminal value." (Italics in original)65 
An example of displacement of goals can be found in the CI&A 
program. The Departmental rules and regulations governing the allo­
cation of the CI&A grant seem to have become valued as ends-in-them­
selves rather than as means to achieving a goal. The purpose of the 
CI&A formula grants to the states was to improve the outside-the­
hosital services for the chronically ill and aged. To achieve this 
goal, evaluation by the Department of its use of the CI&A funds is 
necessary. However, the emphasis in the Department seems to be on
 
administering the program, i.e., keeping files, scheduling meetings,
 
sending out information by a certain date, and doing other things to
 
ensure a smooth flow of reports, information, instructions, and com­
ments between local health departments and the State Department and
 
among bureaus and divisions within the State Department, rather than
 
evaluating it. There is no lack in the quantity of information flowing
 
through the various communication channels, but the data needed to
 
evaluate CI&A programs in local health departments are lacking.
 
The complexity of the administration of the CI&A grant is shown in
 
the flow chart in Exhibit L. Block B.shows the amount of interaction
 
between the Divisions of Preventive Medical Services and Community
 
Health Services in administering the program. For example, each
 
year there have been meetings to revise the instructions to local
 
health officers about their CI&A allotments and to revise the appli­
cation forms and the reporting forms. These meetings are attended by
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the Assistant Division Chiefs of the Divisions of Preventive Medical
 
Services and Community Health Services and their subordinates.
 
Drafts of revised forms are circulated in the Department for comment.
 
However, the information needed to evaluate the CI&A programs in
 
local health departments is not collected.
 
The amount of work that was involved in the proposed change to
 
reimbursable contracts is given in the section "The 1963-64 Allo­
cation of CI&A Funds" in Chapter 3. Reimbursable contracts were a 
means of accounting for the CI&A funds, iot for evaluating the program.
 
Quarterly reports were substituted in 1963-64 for the annual reports 
the local health officers were previously required to furnish about
 
their CI&A programs. But again the information needed to evaluate
 
the programs was not collected. It is true that the Department has
 
accountability requirements to the Public Health Service for the use
 
of the CI&A formula grant in California and therefore must fulfill
 
these requirements. However, this part of the CI&A.program seems to
 
dominate the entire program.
 
Succession of Goals
 
Succession of goals refers to innovating-behavior in organizations.
 
Instead of goals being displaced by means that become ends-in-them­
selves, the goals are succeeded by more advanced objectives.
 
The attainment of organizational objectives generates a
 
strain toward finding new objectives. To provide incen­
tives for its members and to justify its existence, an 
organization has to adopt new goals as its old ones are 
realized. . . . Even complex tasks tended to become routin 
as they were fully mastered, and this also created a suc­
cession of goals, a desire for new challenges to make the
 
job more stimulating again.66
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The Division of Preventive Medical Services has shown behavior con­
sistent with the concept of succession of goals. The pattern in the
 
Division seems to be to take on a new program, get it running smoothly,
 
and then to move onto another program. In this Division during the 
past three years several new activities and programs have been under­
taken. Among them are studies (1) in location of hospitals, (2) in
 
utilization of hospitals, (3) in evaluation of hospital care, (4) in
 
evaluation of health insurance plans for State employees, (5) in con­
trol of cigarette smoking, (6).in chronic illness and aging, (7) in
 
neurological and sensory diseases, and (8) in health problems of sea­
sonal agricultural workers and their families. The Chief of this
 
Division has repeatedly urged public health officials at the State
 
and local levels to move into new areas and to tackle new nroblems.
 
Public health in the United States, having largely achieved its
 
traditional goals of sanitation and the control of communicable dis­
eases, now has the problem of defining its role and setting new goals.
 
As pointed out in Appendix III the situation today is in a state of
 
flux with much discussion but with few reports of costs and benefits
 
of public health programs actually undertaken in the suggested new
 
areas. The Department has this problem in common with the whole
 
field of public health. In addition, the Department in the post-World
 
War II era has pursued a major goal of strengthening local health
 
departments. Though there are still areas of weakness, substantial
 
progress has been made towards achieving this goal. Thus the Depart­
ment has largely attained both the traditional goals of public health
 
and an important goal of its won. This makes the selection of new
 
126 
goals even more airricult tor the Department than for the rest of
 
the public health field.67
 
Changing Needs of an Organization
 
One reason for the seeming difficulty in getting some local
 
health officers to undertake programs in the new areas of public
 
health may be explained in terms of different stages of development
 
of an organization requiring different types of individuals. Selznick
 
puts it this way. "As new problems emerge, individuals whose ways of
 
thinking and responding served the organization well in an early
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stage may be ill-fitted for the new tasks."f Merton in discussing
 
trained incapactiy has this comment, "Actions based upon training
 
and skills hich have been successfully applied in the past may result in
 
inappropriate responses under chanaed conditions.it69 (Italics in
 
original.) Leavitt mentions the case of the union leader who was
 
useful in winning the battle for company recognition of the union but
 
was out of olace when the organizational war was over and the rela­
tionship between union and management became more harmonious. 70
 
Personal observation has confirmed the finding that many of the
 
positions in the field of public health which are occupied by phy­
sicians have to do with matters where the clinical training of the
 
physician has little if any relevance.71 The problems of allocation
 
of resources and quantitative evaluation of alternative health pro­
grans are of increasing importance in the public health field, and
 
the physician is not trained in these areas.
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Ability Versus Authority
 
In Chapter 8 there is a suggestion that persons with backgrounds
 
in economics and operations- research could be useful in solving 
certain oublic health problems -- or, more generally, problems of
 
the health industry. If members of these discinlines are recruited
 
to public health there may be some unanticipated consequences. What
 
these could be is contained in 'abook by Victor Thompson.72 Thompson's
 
thesis is that the most symptomatic characteristic of modern bureau­
cracy is the growing imbalance between ability and authority.
 
Modern buteadcracy attempts to fit specialization into the
 
older hierarclieil framework. The fitt1lng is more and more
 
difficult. -There is a &owiing gap between the right to
 
decide, which is-atIthority, and the power to do, which is
 
specialized dbility. -. . This situation produces tensions 
and strains the willingness to cooperate.73 
With physicians in the positions of authority in the public health
 
field and specialists representing disciplines new to public health
 
with the ability to use tools and techniques unfamiliar to physicians -­
there easily could develop the strains and tensions Thompson predicts. 
Some Concepts from Cyert and March's Behaviotal Theory of the Firm
 
A recent book, The Behavioral Theory of the Firm, deals with "the
 
basiness firm and the way it makes economic decisions.,,74 Naturally,
 
much of the book is written in terms of prices, profits, sales,
 
production, and business expectations. However, because the authors
 
developed "a set of summary concepts and relations that could be used
 
to understand behavior of a variety of organizations in a variety of
 
"
 decision situations, 175 their results were applied in this study.
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As it turned out, the usefulness of these results in this particular
 
study was limited because their model places emphasis on short-run 
adaptive -behavior. Some of the concepts which Cyert and March develop
 
and elaborate in their descriptive approach will be discussed wth
 
reference to public health. These concepts include organizational
 
slack, problemistic search, uncertainty avoidance, feedback, and
 
organizational learning.
 
Organizational Slack
 
"Slack consists of the amount of resources channeled into the
 
satisfaction of individual and subgroup objectives."7 6 It is the
 
"difference between total resources and total necessary payments.?7 7
 
Organizational slack may have several consequences. Two examples 
taken from the CI&A program are given. One led to innovation within 
a division and the other led to intergroup conflict. 
The additional CI&A funds that became available in the fall of
 
1962 when the actual federal grant turned out to be larger than the
 
Department had anticipated ($829,800 instead of $712,600) represented
 
slack for the Division of Preventive Medical Services. Because pay­
ments to other participants had already been made for 1962-63 (the
 
allocation of $578,680 to local health departments and $68,000 to the
 
Bureau of Hospitals) the Division was free to consider other ways to
 
use the additional $117,200. The Chief of the Division recommended
 
to the Director that the money be used to establish the CI&A Contract
 
program in his Division.
 
The behavioral theory of the firm predicts that when resources
 
become scarce there is renewed bargaining over the payments made in
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better times.78 When 850,000 originally budgeted for the CI&A Con­
tract program in 1963-6/ was used to support the Medical Care Studies
 
Unit, the Chief of the CI&A Unit and the Chief of the Bureau of Chronic
 
Diseases tried to replace this loss by getting partial control of the 
Nursing Home Contract program in the Bureau of Hospitals which was sup­
ported by CI&A funds. As it turned out the Bureau of Hospitals gave
 
up the Nursing Home Contract program. Beginning with 1964-65 this
 
program vi1i be administered by the CI&A Unit as part of its CIMA Con­
tract program.
 
Problemistic Search and Incrementalism
 
Cyert and March stress that search in an organization is stimu­
lated by a problem rather than by random curiosity or W a search for
 
understanding. Problemistic search is directed towards finding a
 
solution to a specific problem.
 
There is search when existing decisions are perceived as inade­
quate. . . . The first satisfactoxy alternative evoked is 
accepted. Mhere an existing policy satisfies the goals, there 
is little sbarch for alternatives .... We assume that organiza­
tions make decisions by solving a series of nroblems; each
 
problem is solved as it arises; the organization then waits for
 
another problem to appear. . .. This assumption of a 'fire depart­
ment' organization is one of the most conspicuous features of our
 
models.79
 
Because the "incrementalism" of Lindblom80 has many features in common
 
with Cyert and March's behavioral theory of the firm, these concepts
 
wll be discussed together. Both are descriptive theories, Lindblom's
 
is derived from observation of decision making in government while 
Cyert and M4arch's is derived from observation of decision making within
 
the firm. An example of the similarity of the two approaches is shoim
 
W comparing what they say about search for a solution to a problem. 
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Cyert and March state that search is based initially on two simole
 
rules: t1(1) search in the neighborhood of the problem symotom and
 
(2) search in the neighborhood of the current alternative.U181 For 
Lindblom, invesLigations "are focused on incremental alternation of 
existing social states.t'8 2 
Some Departmental behavior can be explained in terms of search. 
An example from the November 10, 1961, decision of the allocation of 
the first CI&A grant supports this. Then two examples from the C&A
 
orogram are given where the concept of search does not lead directly
 
to the selection of an alternative because there is more than one
 
satisfactory alternative available. Finally a class of behavior tint
 
the concept of search as defined above omits is mentioned.
 
In order for the states to get CI&A funds the Public Health Service 
requires them to have, among other things, an organized health depart­
ment and to submit an acceptable plan. In the November 10, 1961, 
decision the Department adopted similar rules of eligibility for 
funds with respect to local health departments. Only those juris­
dictions with full-time health departments were eligible and they had 
to submit an acceptable plan to the Department for use of the CI&A 
money. 
However, the search model with its sequential attention to alterna­
tives and selection of the first satisfactory alternative needs to be 
modified when there are two or more satisfactory alternatives evoked 
simultaneously.83 The federal formula funds for heart and cancer
 
are retained at the State level while maternal and child health and
 
general health funds are largely passed on to local health depart­
ments. So in discussions within the Department prior to November 10,
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1961, about retaining the CI&A grant at the State level or passing it
 
on to local health departments there were two satisfactory alterna­
tives available, both in the neighborhood of the problem symptom.
 
Proponents of each alternative could point to precedents to support
 
their solution. The same situation of two readily available, satis­
.factory alternatives occurred with respect to the formula for allo­
cating the CI&A grant to the local health departments. The State
 
subvention funds are allocated to local health departments on a popu­
lation basis with a lump sum minimum, while the formula the Public
 
Health Service uses to allocate the CI&A grant to the states involves
 
per capita income and population over 65 in addition to total popula­
tion and a lump sum minimum.
 
The concept of problemistic search seems,to leave out the conscious
 
pursuit of goals by a decision maker and the phenomenon of the succes­
sion of goals. The succession of goals was discussed in an earlier
 
section of this chapter. A decision maker pursuing certain goals over
 
a long period of time is taken up later in this chapter in the section,
 
"Windfallism." 
Uncertainty Avoidance and Feedback
 
A way of avoiding uncertainty is to negotiate with the enviromnnent,
 
"seek ways to make it controllable.1184 The use of advisory committees
 
and the manner in which the Department works with the local health
 
departments through the California Conference of Local Health Officers
 
are ways in which the Department interacts with its environment rather
 
than taking the environment as an exogenous factor,
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To overcome problems that may arise from the general difficulty
 
of measuring progress in many public health activities, the Director
 
exposes himself to feedback from groups affected Wy Departmental
 
decisions. in some cases there is feedback because of the public 
nature of the Department. For example, the meetings of the State
 
Board of Public Health, of which the Director is the executive officer,
 
are open to the public, and meetings alternate between Berkeley ard
 
Los Angeles. In other cases the Director takes the initiative. He
 
attends the semi-annual meetings of the CCLHO. After making a general 
review of developments in the public health field since the last
 
CCLMO meeting he answers questions from the local health officers. 
A member of the Director's Office attends the meetings of the committees 
of the CCLHO. Within the Department the monthly Administrative Staff 
meetings give bureau chiefs and other key Departmental personnel an 
opportunity to present items directly to the Director and to ask:
 
questions.
 
Another method cited y Cyert and March for avoiding uncertainty
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is the "feedback-react decision procedures. These procedures
 
focus on short-run behavior based on reaction to feedback. Organiza­
tions "may and frequently do, forecast sales and develop some long-run 
production plans on paper, but the actual production decisions are
 
more frequently dominated by day-to-day and week-to-week feedback
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data from inventory, recent sales, and salesmen. Because Cyert
 
and March focus on short-run decisions based on feedback they encounter
 
difficulty when they discuss innovation. Their attempt to explain 
innovation in the same analytical framework used for production-level
 
decisions was not successful.87 Innovating behavior found in the
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Department based on long-run pursuit of goals is discussed in this
 
chapter in the section, "Windfallism."
 
Cybernetics, from whence the term feedback is taken, concerns
 
"
'88 

"control and communication in the animal and the machine. The
 
emphasis is on a control system which has been defined as "an appara­
tus designed to maintain some 'state' of the system in the face of
 
"
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changes in its environment. Some difficulties in applying this con­
cept in the public health field are that the result of an action must
 
be measurable, and measurable in the same terms as the goal so that 
progress or lack of it can be ascertained. The corrective action
 
taken upon result of feedback presupposes that the relationship
 
between input and output is known. -In the case of the allocation of
 
the CI&ft funds the Department has only-a general idea of how the.funds 
are used in local health department programs and in demonstrations
 
funded-under the CI&A Contract program. The present feedback system
 
does not enable the Department to judge whether more effective use
 
of the CI&A money could be obtained by its reallocation. Some sugges­
tions for improving this situation are contained in Chapter 8.
 
Organizational Learning
 
Organizational learning is closely related to feedback. Wiener, 
after defining feedback as a method of controlling a system by rein­
serting into it the results of its past performance, goes on to make 
this distinction between feedback and learning. 
If these results are merely used as numerical data for the 
criticism of the system and its regulation, we have the sim­
ple feedback of.the control engineers. If, however, the
 
information which proceeds backward from the performance is 
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able to change the general method and pattern of perform 
ance, we have a process which may well be called learning.90 
An example of learning in a system that includes physicians, 
hospitals, and laboratories involves the diagnosis of cancer. There 
is evidence that the increasing use of microscopic examination of 
tissue (histopathology) to confirm a diagnosis of cancer has resulted 
in more correct diagnoses of cancer by physicians. Followiring the 
admission of a patient to a hospital based on a physician's diagnosis 
of cancer, histopathology either confirms or refutes the diagnosis. 
The physician is given this information. ,The hypothesis that feed­
back has resulted in learning is consistent with the observed increase 
in the per cent of cases diagnosed as cancer and subsequently confirmed 
by histopathology of the total cases diagnosed as cancer during the 
period 1945 to 1960.91 
The exchange of correspondence between the Divisions of Preventive 
Medical Services and Community Health Services about the CI&A and MCH 
programs in local health departments which resulted in the August 2, 
1963, meeting in the Director's office can be analyzed in terms of 
lack of organizational learning. Because the information requested
 
by the State Department from local health departments was not specific
 
enough to evaluate the MCH and CI&A programs in local health depart­
ments, let alone to compare the programs of different departments, the
 
benefits obtained by the Department's allocation of the federal grants
 
were not clearly known. This led to a situation in which the Divi­
sion of Preventive Medical Services said that the written documenta­
tion from local health departments was bad while the Division of
 
Community Health Services said that the actual situation in the field
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was better than appeared on paper. Both statements were probably 
true, but because little learning had taken place there was no way 
to resolve the conflict between the two divisions.
 
Windfallism
 
Incrementalism and the behavioral theory of the firm do not
 
It
effectively treat innovation and long-run pursuit of goals.9
2 
appears that another term is needed to describe the phenomenon of a 
decision maker pursuing a goal over a long period of time and seizing 
upon an unexpected opportunity -- a windfall -- to introduce a new 
program which would help achieve his goal. Three instances of this,
 
each occurring in the Division of Preventive Medical Services when
 
additional funds unexpectedly became available, can be cited. They 
are (1) the establishment of the Local Special Projects program in 
1957, (2) the initiation of the CI&A Contract orogram in 1962, and 
(3) the formal establishment of the Medical Care Studies Unit in 1963.
 
The Chief of the Division of Preventive Medical Services suggested
 
the CI&A Contract orogram and the Medical Care Studies Unit. He was 
Chief of the Bureau of Chronic Diseases in 1957 and was instrumental 
along with the present Chief of the Division of Research in setting 
up the Local Special Project program.
 
These three examples have major features in comon: (1) funds 
unexpectedly became available, (2) these funds were used to set up a 
new program rather than to expand an existing program, (3) the new 
program had a research orientation, (4) the Division had more control
 
in the new program as compared with the existing program over what 
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projects would be funded and the manner in which the research would 
be conducted, and (5) the Chief of the Division of Preventive Medi­
cal Services believed that the new program would carry out the intent 
of Congress better than the edisting program.
 
Gresham's Law of Planning
 
Simon popularized "Gresham's Law of Planning" which states that 
"programmed activity tends to drive out nonprogrammed activity."93 
This Law expresses the belief that daily routine wll take precedence 
over planning.94 It follows from this law that in order to get a non­
programmed activity specific units must be created in the organization 
to do it. The organizational structure of the National Foundation for 
Infantile Paralysis is one example of how to deal with nonprogrammed 
activity.95 Local chapters were not allowed to do research; all 
research was done or sponsored by headquarters. The reason for this 
arragnement was that the local chapters had a programmed activity -­
caring for polio patients -- which would have driven out the non­
programmed activity -- research to eliminate polio. Had chapters been 
given the responsibility for research, they might easily have neglecte 
research in favor of caring for patients. 
The hypothesis that Gresham's Law leads to in the public health 
field is that local health departments, whose primary responsibilities 
lie in services at the local level -- a programmed activity -- will 
not be able to accomplish significant research -- a nonprogrammed 
activity. Two pieces of evidence support this hypothesis. In the 
CI&A program most local health officers have elected to use their 
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allotment of funds for extension of services rather than for studies
 
to demonstrate new methods for providing outside-the-hospital services
 
for the chronically ill and aged. Secondly, the Local Special Pro­
jects Program which was started by the Department in 1957 to enable
 
local health officers to obtain funds for research projects received
 
this evaluation in 1963.
 
Only three pablications in the professional literature resulted 
from the 19projects. . . . This appears to be an extremely 
modest output.'. . . One of the difficulties regular staff 
members [of local health deoartments encountered was finding 
time to plan the Uresearch]projects.9 
Although some local health officers do research, it is the author's
 
impression after a year of close contact with the public health field
 
in California that only a few of the local health officers are oriented
 
to research. If it is true that most of them cannot be exoected to do
 
research, then the State Department of Public Health or the University
 
of California would have the primarly responsibility for research in
 
9 7
 
public health in California.
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Chapter 6. THE ANALYSIS OF THE CHRONICALLY ILL AND AGED PROGRAM 
Introduction 
Building on the analysis of the previous chapter this chapter
 
concentrates on the problem of the Department's allocation of the 1964­
65 CI&A federal formula grant. The allocation takes place within the
 
framework described in the previous chapters. The allocation problem
 
facing the Department is broken down into its four elements: the
 
environment, the decision maker, the objectives, and the alternatives.
 
Each part is discussed in turn. The model built from these parts is
 
covered in Chapter 8.
 
The Environment
 
The environmental setting of a problem consists of those things
 
that influence the solution of the problem but which the decision maker 
cannot change, at least in the short run. The significance of the en­
vironment lies in the extent to which it shapes and limits the Depart­
ment's plans and operations.
 
Included in the environment within which the Department allocates
 
the CI&A grant are several organizations which the Department must
 
take into consideration in planning its CI&A program. These organiza­
tions include other State bodies that can exert control over the Depart­
ment, other State agencies that have health program functions, and other
 
organizations that deal with CI&A activities such as the United States
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Public Health Service, local health departments, the California Medical
 
Association, county medical societies, and voluntary health organiza­
tions. The environment also includes the technology of the chronically
 
ill and aging field and the effect the Department's lack of knowledge
 
about the technology has on the operation of the CI&A program.
 
Besides the other organizations that influence the Department's 
operations, the environment includes the financial resources which sup­
port the Department. Exhibit K shows the Departmentt s budget in four 
selected fiscal years, 1951-52, 1952-53, 1961-62, and 1962-63, and 
converts the total Departmental budget into per capita figures in con­
stant 1951-52 dollars. These calculations show that in terms of per 
capita constant dollars the Department's budget fell after 1951-52 and 
did not rise again to the 1951-52 level until 1962-63. It is no wonder 
that the increase in federal funds in 1961 caused intense interest in 
several bureaus and divisions in the Department and resulted in much 
discussion about ways to use the money. The local health officerst 
concern over the increase in federal funds in 1961 is related in the 
section, "Events in California Prior to November 10, 1961,.? in Chapter 
3. Because the per capita State subsidy to local health departments had
 
not been increased since 1947 and because increases in public health
 
funds were difficult to get at the local level, the local health officers
 
wanted a share in the increased federal funds and fought hard to get it.
 
Control Over the Department by Other State Organizations
 
There are several State bodies which can influence Departmental
 
behavior and thus could affect the CI&A program. This section will
 
deal with (1) the Health and Welfare Agency, (2) the State Legislature,
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(3) the State Personnel Board, and (L) the Department of Finance.
 
Because of its importance in the operation in the CI&A program the
 
Deoartment of Finance is discussed in the section, "The Objectives,"
 
later in this chapter.
 
The Department of Public Health is one of four departments in 
the Health and Welfare Agency. There have been three directors of the 
Agency since it was established in 1961. The third director was 
appointed in May, 1964, but his appointment does not become effective
 
until July 1. The rapid turnover in directors during the relatively
 
short life of this Agency has meant that up to now the Agency has had
 
little influence on Departmental operations. However, the adminis­
trator of the Agency can choose the extent to which he involves himself
 
in the operations of the Department of Public Health.
 
The State Legislature has great power over the Department through 
its control of funds and review of the budget. In addition to the
 
negative forms of control based on withholding funds or deleting posi­
tions, the Legislature can create. As was mentioned in Chapter 2
 
the Legislature created the Divisions of Dental Health and Alcoholic 
Rehabilitation within the Department. The Legislative Analyst heads 
the investigative staff for the State Legislature. Each year his
 
investigators scrutinize the line"item budgetsoof all State agencies
 
1 
and prepare a lengthy report. The most recent effort ran 877 pages0
 
The report is used by the legislative committees in their annual 
hearings on the Governor's budget. Use of the CI&A funds to establish 
a CI&A Unit within the Deoartment was approved by the State Legisla­
ture when the Legislature approved the Governor's budget which contained 
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a one-sentence statement that seven positions were established in the
 
Department of Public Health for a federally financed program for the 
chronically ill and aged, 
Taking an opposite action, the State Legislature, for example, 
killed a recent Departmental proposal even though no State funds were
 
involved, The Director had proposed in the Department's 1964-65
 
budget that a Division of International Health be created within the
 
Department. Its budget of $125,000 was to be met by a private founda­
tion. Although no State funds were requested, the Legislature killed 
the proposal at its spring, 1964, budget session. The Legislature 
thought that the Department of Public Health should concentrate its 
efforts on the health problems in California and suggested that there 
were other organizations that could do the work of the proposed Divi­
sion of Tnternational Health. 
The State Personnel Board is listed as part of the environment 
because it administers the California State civil service system. 
Civil service was discussed in connection with the section, "Identifi­
cation or Organizational Loyalty," in Chapter 5. Approval by the
 
Board would be needed if the Department wished to create a new job
 
classification or classification series. Any changes in salary sche­
dules require the approval of the State Personnel Board.
 
Comoetition and Fragrmentation in the Provision of Public Health Services
 
There is competition among various State departments to administer
 
health programs in California. For e~ample the former Director of the
 
State Health and Welfare Agency asked the Department of Public Health
 
and the Department of Mental Hygiene to suhit sepurate proposals for
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the use of the funds made available by recent federal legislation in
 
the field of mental retardation. There was the understanding that only
 
one of the proposals could be implemented.
 
The Department does not have control over all State programs
 
affecting the chronically ill and aged. Therefore, the Department
 
either has to enlist the cooperation of other State agencies in carry­
ing out a program or it settles for less than a comprehensive job Wy
 
limiting itself to its jurisdictional area. It has already been
 
mentioned that in the field of medical care there are twenty such
 
programs in ten different State agencies. For example, expenditures
 
for the Medical Assistance for the Aged program which is administered
 
by the Department of Social Welfare are estimated at almost 
$100,000,000 for 1964-65. This sum is greater than the entire budget 
of the Department of Public Health for 1964-65. In the field of licensing,. 
the Department of Public Health lidenses hospitals and nursing­
homes whi-le-the Department of Social Welfare licenses boarding homes, 
rest homes, and other institutions for the elderly. 
The fragmentation of health services similar to that at the 
State level is also found at the localolvel.2 The three county 
agencies having the most to do with public health programs for the 
chronically ill and aged are the local health department, the county 
hosoital, and the county welfare department. in only one county are
 
these three agencies under the local health officer. In a few counties
 
the local health officer is also the director of the county hospital.
 
Typically the three positions are filled by three different individuals.
 
Some CI&A programs at the local level, such as a comprehensive home
 
nursing care program, require the cooperation of all three agencies.
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Other Organizations that Influence the Denartment
 
Still other organizations that influence the Department include
 
the Public Health Service, the California Medical Association, county
 
medical societies, and voluntary health organizations.
 
The organizations that make up the environment of the Department
 
of Public Health seem to lie on a continuum that ranges from those
 
organizations that influence the Departmentts plans and operations in
 
general to those that have a direct influence on the Department's
 
decision to allocate the 1964-65 CI&A formula grant. This study puts
 
the State Legislature, the State Personnel Board, and the Health and
 
Welfare Agency in the category of organizations that exert general
 
influence on the Department of Public Health, and it puts the Deart­
ment of Finance, the Public Health Service, the California Medical
 
Association, county medical societies, voluntary health organizations,
 
and local health departments in the category of organizations that
 
have much more direct influence over the Department's annual allocation
 
of the CI&A grant. The organizations in the latter category reappear
 
in the section, "The Objectives," later in this chapter. The organiza­
tions in the former category do not. Once it was decided in 1961 that
 
California would accept the CI&A federal formula grant the State Legis­
lature was not overly concerned with the Department's administration 
of the program. Accepting federal funds to help the chronically ill
 
and aged was not a controversial topic. All the departments in the
 
State government operate under the civil service system. The civil
 
service regulations enforced by the State Personnel Board are just
 
the rules of the game. Up to now the administrators of the Health
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and Welfare Agency have not concerned themselves with the Department's
 
operation of the CI&A program.
 
Local Health Deoartments
 
Local health departments play such an important role in the CI&A 
program that they are disdussed in this section as well as in the 
section, "The Objectives," later in the chapter, Although the Depart­
ment allocates most of the CI&A formula grant to local health depart­
ments it has difficulty in influencing the local health departments' 
use of CI&A funds and other federal formula grant funds because local 
health departments (1) are financially independent of the Department,
 
(2) are reluctant to build new programs based on federal funds, and
 
(3) have a wide choice of approved ways to use federal funds, especially
 
in a broad categorical area such as chronic illness and aging.
 
(1) Financial Independence
 
The budgets of all local health departments in 1962-63 totaled
 
approximately $55.1 million. Of this amount, local funds accounted
 
for $34.6 million, State funds for $18.3 million, and federal funds
 
for $2.2 million. The California Health and Safety Code provides
 
that if a local health department is certified by the State Department
 
the local health department automatically receives its share of the
 
State "Assistance to Local Health Departments" funds based on a per
 
capita allotment. Departmental personnel could think of only one
 
instance during the past fifteen years when a local health depart­
ment was not certified and did not get its share of State funds.
 
Other State funds such as the "Assistance to Counties for Care of
 
Crippled Children" are allocated on various matching bases which make
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State funds available if counties make certain expenditures. Thus 
in any given year the State Department of Public Health exercises
 
little control over the allocation of State public health funds.
 
Therefore, the Department has no control over the use of local funds
 
and little control over the use of State funds by certified local
 
health departments. The Department's functions are mainly to administer
 
(account for) the State funds, to provide consultation to local health
 
departments, and to aid in their program development. However, over
 
a period of time the Department can and does work with members of the
 
State Legislature, the State Board of Health, and the Conference of
 
Local Health Officers to change the California Health and Safety Code.
 
The Department has real discretion in its allocation of the 
federal formula grants. However, the $2.2 million from federal formula 
grants that was allocated for the support of local health department 
programs was only four per cent of the total of the budgets of all 
local health departments which amounted to $55.1 million in 1962-63. 
The CI&A funds allocated by the Department to local health departments 
in 1962-63 amounted to $584,730, slightly more than one per cent of the 
$55.1 million. 
The merger of the Los Angeles City and Pasadena City Health 
Departments with the Los Angeles County Health Department on July 1, 
1964, will result in one local health department to serve 36 percent 
of the State's population. The enlarged health department will employ 
1,730 persons, several hundred more than the State Department of Public
 
Health employs. The proposed 196/-65 budget for this new health depart­
ment is $15,250,682 of which $12,612,158 comes from local sources,
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$1,652,520 from State subvention funds, and $986,004 from federal funds. 
As pointed out earlier in this section the State Department has real 
discretion only in the allocation of federal funds. The federal funds 
make up approximately six percent of the Los Angeles County Health 
Department's 1964-65 budget. With 94 percent of its budget coming from 
State subvention funds,and local funds and with a staff larger than 
the State Department, the Los Angeles County Health Department can 
be relatively independent of the State Department. 
The distribution of the CI&A funds among the 38 local health 
departments that elected to participate in the C0&A program in 1962-63 
and 1963-64 is given in the following table.
 
Distribution of CI&A Funds to Local Health Departments 
Amount of Allocation Number of Loral Health Deoartments in Catefory 
1962-63 1963-64 
$ 102,000 1 1 
93,000 1 1 
45,000 1 1 
30- 40,000 1 0 
20- 30,000 2 5 
10- 20,000 10 7 
5- 10,000 12 12 
I- 5,000 10 11 
38 38
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This 	table for the CI&A program, shows that approximately 60 per cent
 
of the local health departments received less than $10,000 each in
 
CI&A 	allocations in 1962-63 and in 1963-64. To give an idea of the
 
magnitude of the CI&A allocation compared to the total budget of a
 
local health department two typical examples are cited. One depart­
ment with a budget of $2,500,000 received a $15,000 CI&A allotment.
 
Another with a budget of $500,000 received $3,600. In each case the
 
CI&A 	allotment is less than one per cent of the total budget.
 
The conclusion of this section is that because the Department
 
controls the allocation of such a small per cent of the funds which
 
support local health departments its influence on local health
 
departments' programs cannot come from fiscal measures. It should
 
be remembered that local health departments are a part of their
 
county or city governments and not a branch of the State Department.
 
(2) 	Reluctance to Build New Programs Based on Federal Funds
 
There are several reasons why local health officers are reluctant
 
to take federal funds allocated by the State Department, especially
 
to support new programs in their departments. These reasons include
 
the large number of federal programs with separate record keeping
 
and 	reporting requirements and the uncertainty surrounding the continu­
ation of federal programs. The federal funds are fragmented into many
 
programs, each requiring a separate application if a local health
 
department wishes to apply for funds. Twenty such programs are listed
 
in Exhibit P. Success in obtaining these funds brings with it account­
ihg and reporting requirements. In view of the relatively small
 
sums 	involved the added overhead appears as a burden to local health
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officers. Reactions of local health officers to the accounting and
 
reporting requirements were given in the section, "Dysfunctional 
Consequences," in Chapter 5. 
Problems arise when the federal government cuts the funds available 
for a particular program. The local health officer Lust decide whether 
to try to find money elsewhere to continue the program or cut back or 
discontinue the program. To get the money from local sources means the 
local health officer must negotiate with his county administrative 
officer and board of supervisors. To cut back or discontinue a program 
means transferring or laying off personnel and probably receiving 
complaints from the recipients of the reduced or eliminated service. 
These administrative problems cause the county boards of supervisors as 
well as the local health officers to view federal funds with suspicion. 
When President Johnson submitted his budget to Congress in January, 1964, 
he recommended cuts in the CI&A federal formula grant as well as in two 
other formula grants. This meant that if the recommendation were to
 
be approved by Congress, California would receive approximately nine 
per cent less CI&A money in 1964-65 than in 1963-64. When this news 
-as given to the local health officers attending the January, 1964, 
meeting of the Committee on Administrative Practices one local health
 
officer made the following comment to the Director. 
This is why my board [of supervisors3 doesn't want me to 
handle any of your funny money. Build something up, tear 
it down, exoand and then have to retrench. . . . This is 
why local governments don't want any of this bait money the
 
State and federal governments are always offering us.
 
In 1963-64 seven of the forty-five local health departments
 
eligible to participate in the CI&A program did not choose to do sc
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In addition, four others did not request the full amount available
 
to them. For 1964-65 seven of the forty-three3 eligible local health
 
departments did not choose to participate in the CI&A program and five
 
others did not request the full amount of their tentative CI&A allot­
ment. Thus about one-fourth of local health departments either 
refused the federal money or did not take as much as was offered them. 
Consistent with the uncertainty surrounding the continuation of 
federal funds for a particular program, the local health officers 
have played it safe in their use of CI&A funds. The table in the 
next section shows that in 1963-64 35 of the 62 CI&A programs in local 
health departments fell into the general categories of home nursing 
services and disease detection. These programs are established pro­
grams well known in the public health field. They are easy to staff 
and get in operation and relatively easy to supnort if -necessary with 
local funds. A public health nurse is the only professional person 
needed to imlement a home nursing program. Disease detection programs 
typically hire a private physician on a fee for service basis to run a 
clinic one day a week or one day a month. In either case a local 
health officer has much flexibility if federal finds are cut off.
 
Public health nurses are used in many different programs. A local
 
health officer could easily shift a public health nurse from a home
 
nursing program to an authorized but vacant position in another part
 
of his department. The arrangement with a private physician could be
 
terminated. These two programs do not require a local health officer 
to get a new professional classification authorized by his county civil 
service system or to recruit specialized talent. In addition, it is 
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also easier for a local health officer to get his board of supervisors 
to anprove an expansion of an existing program or the creation of a 
new program in a well established kind of service than to get them to 
approve the creation of a program that pioneers in new methods of 
providing outside-the-hospital services for the chronically ill and 
aged.
 
(3) Wide Variety of Approved Ways to Use CI&A Funds
 
There are many different programs that the Public Health Service 
has listed as eligible for support by CI&A funds. A page taken from 
a Public Health Service document showing the wide range of projects 
possible under the formula grant is reproduced as Exhibit Q. This 
information was given to local health officers in 1961 to provide them 
with examples of programs they could implement with their CI&A allot­
ment. Each year the instructions to local health officers about 
the CI&A program have repeated the wide variety of ways the allotment 
may be used. The following table summarizes the approved CI&A programs 
in local health departments in 1963-64.
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Local Health Department Programs Sunported br CI&A Thds. 1963-64
 
Types of Programs (11) Number of Programs (62)
 
Home Nursing Services 22
 
Disease Detection 13
 
Nutrition Services 4
 
Homemaker Services 4
 
Nursing Home Services 3
 
Rehabilitation Activities 3
 
Chronic Disease Departments 3
 
Surveys and Studies 3
 
Training and Education 3
 
Health Education 3
 
Volunteer Services 1
 
The wide variety of approved ways local health departments may 
use their CI&A allotment reduces the State Department's ability to 
influence the use of CI&A funds at the local level should the Depart­
ment wish to do so. After local health departments start CI&A pro­
grams that are on the Department's list of approved CI&A programs, it 
would be difficult for the Department suddenly to say to the local 
health departments that some of these programs would no longer be 
eligible for support by CI&A funds. 
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Lack of Basic Information about the CI&A Program
 
There is a definite lack of Irnoledge of the, technology of pro­
viding outside-the-hospital services for the chronically ill and aged. 
In this section two examples of such lack of knowledge are given, one 
at the State level and one at the individual program level. Then the 
three main categories into which the Department has allocated the CI&A 
formula grant -- allocations to local health departments primarily for 
services at the local level; allocations for studies, experiments, and 
demonstrations mainly for studies supported by the CI-A Contract pro­
gram; and allocations to the Department to pay for the expenses the 
Department incurs in administering and promoting the CI&A program -­
are examined briefly to show that the information needed to evaluate
 
the use of CI&A funds in these three categories is not available.
 
Although more is known about the extent and types of chronic ils­
ness in the State of California as a whole than in individual counties,
 
it is difficult to obtain from the State data what the demand is for
 
outside-the-hosnital services for the chronically ill and aged. For
 
example, a classification of the total population in California hospitals
 
W diagnostic category and type of payment is not available. In fact, 
the total population at any one tine is not knowm. Therefore, it is 
impossible to estimate the cost in terms of money and trained personnel 
of providing home care nursing throughout the State. Another limitation 
on the use of State data, which are collected by the Department 
through periodic samole surveys of households, is that the data are 
not available by counties and counties furnish most of the oublic 
health services in California. 4 
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Individual CI&A programs have not been evaluated. For example,
 
a popular CI&A program in local health departments has been multiphasic
 
screening for such diseases as diabetes and glaucoma. Screening does
 
net result in a statement that a certain person hasa certain disease.
 
Rather, screening is used to examine quickly and inexoensively a large
 
number of persons to identify. those who may have a disease and to get
 
them to see their own physicians for further examination and diagnosis.
 
However, it is not known what an efficient screening program is. For
 
example, some screening programs get their clients from senior citizen
 
clubs, some from applicants for Old Age Security, and some from visitors
 
to county fairs. In screening for diabetes a standardized testing pro­
cedure is not uniformly applied. Even if the same equipment is used,
 
different screening clinics select different blood sugar levels for the
 
line between a "rpositivet finding with a recommendation to the person 
to see his physician and a "not positive" finding. Because individual
 
CI&A programs have not been evaluated it is not possible to decide on
 
the basis of a benefit-cost analysis which one of two programs, say 
multiphasic screening or home care nursing, should be supported in a
 
local health department if funds are limited.
 
Exhibit 0 shows that in the three years the CI&A program has been 
in existence the Department has allocated $1.5 million to local health 
departments where the money has beer used primarily for services. Thus 
local health departments have received approximately two-thirds of the 
total of $2.2 million California has received in CI&A federal formula
 
grants. However, with few exceptions, the reports submitted by local
 
health officers on their CI&A programs do not contain information
 
needed to make even a rough evaluation of their programs. One reason
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for this is the lack of statistical personnel in local health depart­
ments. Another reason is that the State Department has not spelled out
 
to local health departments the service statistics needed to evaluate
 
programs. There are n6 Departmental recommendations based on studies 
of CI&A programs to guide local health officers in determining which 
programs and which methods of administration would be best for their 
jurisdictions. 
There is no formal mechanism by which information about a CI&A 
program in one county is conveyed to another county. Members of the 
Department's regional consulting teams may transmit impressions of-pro­
grams from one department to another in their region, or local health 
officers may discuss informally their CI&A programs when they get to­
gether at various meetings which are called for other purposes. But there
 
have been no meetings or sessions at which local health officers or the
 
directors of chronic disease programs in local health departments have
 
met to exchange information about their programs or to hear a presen­
tation about recent developments in some phase of chronic illness and
 
aging.
 
The Department's allocation of CI&A funds for studies, experiments, 
and demonstrations totals $506,000. Most of this sum has been used in 
the CI&A Contract program. The other two programs classified in Exhibit 
0 under the heading "Studies, Exoeriments, and Demonstrations " are the 
Bureau of Hospitals' Nursing Home Contract program and the Medical Care 
Studies Unit. Beginning in 1964-65 the Nursing Home Contract program 
will be merged with the CI&A Contract program and will be administered 
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by the CI&A Unit. The Medical Care Studies Unit currently (May, 1964) 
has four studies under way. Because none of these studies has been 
completed it is too early to evaluate the research undertaken. There­
fore, the discussion of the CI&A funds allocated for studies, experi­
ments, and demonstrations becomes a discussion of the CI&A Contract
 
program.
 
Since the inception of the CI&A Contract program in the fall of
 
1962 more than 50 programs have been supported. These programs cover
 
a wide range as some titles listed below indicate:
 
Developmbntal Pr6ject for Total Rehabilitation of the Multiple
 
Handicapped Sensory Disabled Person
 
Glaucoma Screening in Families of Patients with Glaucoma
 
Development of a Rehabilitation Service in Rural Counties
 
Survey of Medical Aspects of Retirement Communities
 
Establishment of a County-Wiide Homemaker's Service
 
Diagnostic Evaluation Services for the Chronically Handicapped
 
Many of the comments made about the allocations to local health 
departments could be repeated here. The reports submitted by the 
recipients of the contract awards lack the information needed to evalu­
ate their projects. There is no mechanism set up by which recommen­
dations for public health practice based on the studies, experiments,
 
or demonstrations are made available to local health departments and
 
other agencies involved in furnishing services to the chronically ill
 
and aged.
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The Department uses part of the CI&A formula grant to pay for
 
the Department's costs of administering the CI&A grant and promoting
 
CI&A activities throughout the State because it is State policy that
 
the costs to the State of administering federally funded programs be
 
paid for from tha federal funds. The Department of Finance checks
 
this when reviewing the Departmentts annual budget request. It is
 
because of this State policy that the salaries and exoenses of the 
members of the CI&A Unit are taken from the CI&A formula grant. Also, 
some CI&A money goes to the Divisions of Administration and Community 
Health Services to help pay for exoenses incurred because of the CI&A 
program. As shown in Exhibit 0 a small sum was given to the Division
 
of Laboratories in 1963-64 to pay for blood tests run for diabetes
 
screening programs in rural counties which have no laboratory facilities.
 
The Bureau of Health Fucation received a token amount for its contri­
bution to the CI&A orogram. The administrative overhead and program
 
development costs charged to the CI&A program have averaged 11 per
 
cent during the existence of the program. It is difficult to say if
 
this figure is too small or too large, especially when the benefits 
from the CI&A funds allocated for services and demonstrations have not
 
been evaluated.
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The Decision Maker
 
The basic decisions about the CI&A program have been made by
 
the Director. At first glance this might not appear to be the case0
 
In discussion with the author, the Director described the function of
 
the Director's Office as one of reviewing, questioning, and judging
 
proposals that have been prepared by the bureaus and divisions. In
 
the ten years in his present position the Director has not built a
 
staff in the Director's Office. He has elected to delegate staff
 
work to the divisions and bureaus. The use of divisions and bureaus
 
to do program analysis and evaluation gives the bureau and division
 
personnel more of an opportunity to have their ideas expressed in the
 
operation of programs than if there were some group in the Director's
 
Office doing Departmental studies and analyzing division and bureau
 
recommendations from a Denartmental viewpoint. Nevertheless, observation
 
by the author over a period of one year of the decision process of the
 
CI&A program leads to the conclusion that the Director is the decision
 
maker.
 
The conclusion that the Director has made the basic decisions
 
about the CI&A program rests on the analysis of the three major
 
decisions in the CI&A program. Before beginning this analysis consi­
deration will be given to three other places where the basic decisions
 
could have been made --
at the meetings of the California Conference
 
of Local Health Officers, at the semimonthly meetings of the Division 
Chiefs with the Director, or in the Division of Preventive Medical 
Services -- and state why these alternatives are rejected. Then 
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the three important decisions in the Department's OI&A program -- the
 
crucial decision of the allocation of the first CI&A grant in November,
 
1961, and two important extensions of this decision that occurred
 
when CI&A funds were used to establish the CI&A Contract program and 
the Medical Care Studies Unit -- are analyzed.
 
The total increase in federal funds that became available to the
 
State Department of Public Health in the fall of 1961 amounted to 
$800,000. The new CI&A program made up less than half this amount. 
The California Conference of Local Health Officers and its Executive 
Committee were involved in discussions Aith the Department of Public 
Health prior to the initial decision in November 1961, on the allocation 
of the $8OO,O00. The Department made a strong presentation to the 
October, 1961, meeting of the COLHO on the need for carrying out the 
intent of Congress in the use of these funds in California. The 
Director presented the Department's proposal that some of the increase 
in federal funds would be retained by the Department for support of
 
activities at the State level and for contracts with local agencies 
and the rest would be allocated to local health departments. The 
Director stated that the Department preferred that allocation to local 
health departments be made W means of project grants rather than by 
per capita allotments because of the need to ensure that the federal 
funds would not merely replace local funds with the result that there 
would be no-increase in services at the local level. The local health 
officers, on the other hand, would have preferred to have the entire 
increase in federal funds allocated like the State subvention subsidy -­
a per capita allotment with no prior aoproval required by the State 
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use of the funds, Becauseof the local health departmentsIDepartment 
of the Department's strong stand on the need for'carrying outtbe intent
 
of Congress the local health officers suggested a compromise. The local
 
submit plans showing how the increase in federalhealth departments would 
funds would be used for new programs or identifiable increases in on­
and the money would be allocated on a per capita basisgoing programs, 

based unon the submission of plans acceptable to the Department.
 
The final decision by the Director allocated the GI&A grant and
 
part of the MCH grant in the manner described in the compromise. However,
 
to include manythe Wand to be submitted by local health officers had 
of the items contained in project grant proposals. The remaining funds
 
were retained by the Department for support of activities at the State
 
Hence the final decisionlevel and for contracts with local agencies. 
by the Director on the allocation of the increase in federal funds did
 
not simply reflect the desires of the local health officers although the
 
modified by the recommendations of the CCLHO.Departentts proposal was 
use GI&A funds to sup-The CC1O did not participate in the decisions to 

port the CI&i Contract program and the Medical Care :Studies Unit.
 
In informal discussions the author had with- some division chiefs
 
of the division chiefs with the Director 
uerethe semimonthly meetings 

described as "an information disseminating medium" and as "a debating
 
society," hen one division chief said that the 	Director had not 
meeting of the divisionbrought a certain organizational matter before a 
chiefs another one answered him by saying that the Director does not
 
get the advice and consent of the division chiefs as thehave to 

obtain the advice and consent of
President of the United States must 
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the Senate for ratification of treaties. In a conversation with the
 
author the Director said that he viewed-the semimonthly meetings 'of
 
the division chiefs as-a-forum for th discussion of policy questions. 
These meetings enable the Director to get the reactions and recommen­
dations of the division chiefs before he makes his final decision. 
The attitude of Deartmental members reinforces the belief that
 
the Director is the decision maker. As a meeting of some of the
 
division chiefs, assistant division chiefs, and bureau chiefs with 
the Director was ending, there was joking as to -ho was staying behind 
to get in another word with the Director on a decision that was expec­
ted in the near future. Another instance occurred when a similar 
group was returning from a meeting at the State capital. Some decisions 
were needed and they were to be discussed on the drive back to Berkeley.
 
As there were too many persons for one car, the man who was going to 
drive the other car told the Director that he was going to be right be­
hind the Director's car and that he would bump it every now and then
 
so that the Director wouldn't forget that he -wasinterested in his
 
decision.
 
Based on the author's observation of the semimonthly meetings 
of the division chiefs with the Director and on the author's inter­
views with various division chiefs it does not appear that these
 
semimonthly meetings have the primary function of making basic deci­
sions. While it is true that recommendations of the division chiefs
 
may be adopted as Departmental policy, the Department's decision
 
making process stands in contrast to the process of some corporations
 
where decisions emerge from executive committee meetings as committee
 
decisions and are recognized as such. 
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Another place where the basic decisions about the CI&A program
 
could have been made is in the Division of Preventive Medical Services.
 
The CI&A Unit is one of ten sections in the Bureau of Chronic Diseases.
 
The Bureau in turn is one of seven bureaus in the Division of Preven­
tive Medical Services. The Chiefs of the Unit, the Bureau, and the
 
Division will be considered in turn as candidates for the position of
 
"decision maker" and the reasons for rejecting each of them given.
 
The Chief of the CI&A Unit can be eliminated as a candidate for 
the decision maker. He was not a member of the Department when the 
original decision on the allocation of the CI&A grant was made in 
November, 1961. Neither of the other two important extensions of the
 
CI&A program was suggested by him.
 
The Chief of the Bureau of Chronic Diseases at the time the
 
Community Health Services and Facilities Act was passed by Congress 
did not participate in the top level Departmental meetings held prior 
to the November 10, 1961, decision. His proposal for the use of the 
additional $117,200 in CI&A money that became available in the fall 
of 1962 was not adopted. Instead the money w.as used to initiate the
 
CI&A Contract program. This bureau chief transferred to another posi­
tion early in 1963 but he remained as acting Bureau Chief for the rest
 
of the fiscal year. By the time the present Chief of,the Bureau of
 
Chronic Diseases, who was recruitedifrom outside the Department, took
 
over, the CI&A program was established and operating basically as it 
is today. 
The last candidate from the Division of Preventive Medical Ser­
vices for the position of decision maker for the CI&A program is the
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Chief of the Division. He holds a prominent position in the Department 
and in the field of public health. He suggested the use of CI&A funds 
to support the CI&A Contract program and the Medical Care Studies Unit. 
If the Chief of the Division of Preventive Medical Services were to 
be the decision maker for the Department's CI&A program, it would be 
necessary to show that authority operated upwards in the three major 
Departmental decisions about the CI&A program. According to Simon's 
definition of authority quoted in Chapter 5, authority operates upwards 
wihen the superior in the hierarchy accepts the recommendation of his
 
subordinate without independently examining the merits of that recommen­
dation. The analysis of the three major decisions in the CT&A program
 
which follows will show that authority did not operate upwards and that,
 
therefore, the Chief of the Division of Preventive Medical Services
 
was not the decision maker for the CI&A program.
 
The Department's initial allocation of the CI&A formula grant in
 
November, 1961, was the fundamental decision. The commitment to local
 
health denartments that resulted from this decision greatly reduced the
 
number of feasible alternatives available to the Department during the
 
five fiscal years authorized by Congress in the Community Health Ser­
vices and Facilities Act of 1961. The Department's November, 1961,
 
decision honored the previous support to a nursing home program that
 
the CI&A formula grant had absorbed and allotted the remainder of the
 
CI&A funds to local health departments. The November 10, 1961, letter
 
to local health officers announcing the Department's decision stated:
 
"This plan represents an effort to strongly support extensive local
 
use of funds desite obvious administrative difficulties." The Chief
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of the Division of Preventive Medical Services was one of several De­
partmental members who had recommended that the CI&A formula grant be
 
allocated on a project grant basis with hospitals, universities, and
 
voluntary organizations as well as local health departments eligible
 
to submit proposals.
 
The chronology of the CI&A program and the account of the posi­
tions taken by various individuals and groups related in Chanter 3
 
shows that the Director prior to his November, 1961, decision was
 
under strong pressure from several sources who had differing plans on
 
how the Department should allocate the CI&A formula grant. The
 
Director's decision did not adopt the position of any one group or 
individual, although it leaned more toward the position of the local 
health officers. At the August 2, 1963, meeting of the members of the 
Director's Office with members of the Divisions of Preventive Medical 
Services and Community Health Services to discuss the CI&A and MCH 
programs, the Director reiterated his desire to see the 1961 plan for 
the allocation of the CI&A grant work and urged that the Departmental
 
members furnish the local health departments the support and consulta­
tion needed to make it work.
 
Because the 1961-62 CI&A program was in operation for only half
 
the fiscal year, the Department's plan for 1962-63 was that the 1962-63
 
CI&A formula grant would be twice the 1961-62 grant. Therefore, the
 
amount of tentative allotment to local health departments was
 
doubled. The CI&A Contract program was started because of the windfall
 
that occurred when the 1962-63 CI&A formula grant was $117,200 larger
 
than anticipated.
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The suggestion by the Chief of the Division of Preventive Medical
 
Services that the windfall be used to set up the CI&A Contract program
 
was an example of borrowing a oroven technique from another program. 
For many years part of the Heart Disease Control and Cancer Control
 
federal formula grants had been used for project grants to support
 
studies in agencies other than local health departments. The Chief
 
of the Division of Preventive Medical Services had been instrumental
 
in initiating these heart and cancer studies some years before when
 
he was Chief of the Bureau of Chronic Diseases. Besides the well 
established precedents for using federal formula grant money in this 
manner the Chief presented the Director two reasons for not allocating 
the windfall in the fall of 1962 in the same way as the rest of the 1962­
63 grant had been allocated. The first reason was that it was too late 
in the year to use the same procedure for allocating the additional 
CI&A funds to local health departments as had been done in the spring. 
The time taken by the allocation process, which involved requiring the 
local health departments to devise and submit plans for use of the CI&A 
funds, processing and reviewing these plans in the Department, convening 
the Advisory Committee, reviewing the recommendations of the Advisory
 
Committee, and finally notifying the local health officers, would not
 
have left time for the local health officers to recruit staff and to
 
get the new programs started. The second reason was that the per capita
 
allocation to local health departments of the $117,200 would mean
 
that most local health departments would get too small an amount of
 
money to be of any use. Thus, when the Chief of the Division of Pre­
ventive Medical Services presented his recommendation to the Director
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to use the windfall to start the CI&A Contract program the Director
 
in agreeing to the establishment of this orogram was deciding in favor 
of an alternative method of using federal formula grants that had been 
used for years elsewhere in the Department and for which the results 
were thought to be good. The Director knew of the results obtained 
from using federal heart and cancer funds to support studies by organi­
zations other than local health departments and he knew the reasons 
why the Department's allocation procedure used in the spring of 1962 
would be difficult to use in the fall of 1962. With this information 
he could independently examine the merits of the recommendation made 
by the Chief of the Division of Preventive Medical Services. Hence, the 
Director's approval of using the windfall to support the CI&A Contract 
program is not an example of authority operating upwards according to 
the definition previously stated in this paper. 
The formal establishment in the fall of 1963 of the Medical Care 
Studies Unit, which brought together in one program some activity 
already going on in various bureaus in the Division of Preventive
 
Medical Services and expanded it, can be considered an offshoot of the
 
CI&A Contract program. Instead of contracting with outside agencies
 
such as hospitals, universities, and voluntary agencies to make studies,
 
the Medical Care Studies Unit supports studies by Departmental staff.
 
As has been related in Chapter 3 these studies in the field of medical
 
care were requested by the State Legislature in 1961 following a recom­
mendation contained in the report of the Governor's Committee on Medical
 
Aid and Health, Health Care for California. The Chief of the Division
 
of Preventive Medical Services served as Coordinator of the Study which
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resulted in this report. Although the State Legislature had not voted 
money in 1961 when it requested that studies be undertaken, the Depart­
ment had made a start.
 
In the late sring of 1963 the State Legislature voted $50,000 
to support studies in medical care in the Department of Public Health 
provided the Department obtained $100,000 in matching funds elsewhere. 
For several months the Department negotiated with a private foundation 
to try to secure the needed money. When these negotiations failed the 
Chief of the Division of Preventive Medical Services met with his 
Assistant Chief, Administrative, and the Assistant Chief of the Division 
of Administration to discuss the problem of finding matching funds. 
The participants do not recall which one first suggested that $50,000 
originally budgeted for the CX&A Contract program be used to make up
 
one-half the matching funds, bat they all were in favor of the idea.
 
A 950,000 pediatrics study in the Bureau of Maternal and Child Health
 
was out in the Medical Care Studies Unit to provide the other half of
 
the matching funds. The Chief of the Division of Preventive Medical 
Services presented the group's recommendation to the Director and he
 
approved. Since the Department was already conducting studies in
 
medical care at the request of the State Legislature there was a natural
 
desire on the part of the Director and of other Departmental personnel
 
to get State funds to help support these studies. The Director was
 
well acquainted with the value of the studies already being done Wzr the
 
Department in the field of medical care and he wanted them continued.
 
Because he believed in the principle of the State Legislature furnishing
 
funds when it requested the Department to take on additional 
(the decision maker, the environmentt, the alternatives, and the objectives) 
-identify the elements of the aLlocation problem? A model for the Department's allocation 
of the 1964-65 CI&A grant was developed and usedl to demonstrate the feasibility of 
decision making and resource allocation in a public agency. Research was limited to a 
study of the allocation of the CI&A grant by the Department into the following three 
categories: services, demonstrations, and administrative overhead. It is shown that 
systematic processing of values makes possible the ranking of objectives and the deter­
mination of the efficiency of the alternatives in achieving these objectives. 
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responsibilities he was desirous of finding matching funds in order to
 
obtain the $50,000 in State funds. When the private foundation failed to
 
provide the matching funds, the Department was hard put to find $100,000.
 
The Director readily accepted the use of the 0I&A funds and the trans­
fer of the pediatrics study to provide the required"$100,000 matching
 
funds because this was a feasible means of accomplishing his purposes
 
of getting the State funds and expanding the studies in medical care.
 
Because the Director's approval was an informed decision, it would not
 
seem to be an example of authority operating upwards.
 
The purpose of this section was to identify the Director as the
 
decision maker for the allocation of the CI&A formula grant. However,
 
the decision maker is the Director at a certain point in time. After
 
he has received recommendations from Departmental members, after he
 
has received suggestions from other individuals and organizations that
 
form the environment in which the Department of Public Health exists,
 
after he has evaluated the information directed to him by the divisions
 
and bureaus of his Department, and after he has considered the impli­
cations of the decision to be made upon the internal workings of the 
Department and upon the Department's relation with its environment, then
 
he is the decision maker. 
The Objectives
 
Although there are general objectives which guide all of the acti­
vities of the Department, these objectives are stated in such broad terms 
that it was necessary as part of this study to determine a set of 
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objectives pertinent to the Department's allocation of the CI&A grant. 
Seven such objectives and a discussion of each one make up this section. 
in the most recent State budget the objectives of the Department 
are statedg
5 
The Depetment f P~hlicHeilth' I cb-operation with 
local health depaftfNgnt is t-sponible for the prevention 
of diseai &nd the t6Ui&if of a healthful environment 
for the people of California. 
The Director defined the objectives of the Department as follows:6 
1. 	 Td carry out spebifi iesponsibiliti~s reqtired by law 
and to §xei6ise-broid leadershin in the field of public
 
health in-the State..
 
2. 	To facilitate eff6ZtiW TiHd efficibnt administration 
by lodal health de~artmerit;s"- orde& that as much 
responsibility-as odslbl ."b& assumed by them. 
3. 	To maintain-a p#ogra .6f t st-ia'tioi and fesearch 
designedto provid 6oitiniiii-iaiwledke-of the health 
status of the ponl6 of 0a3ffdiia, to identify condi­
tions associated with ill-health, and to develoo new 
technical and administrative methods of disease preven­
tion and control.
 
Because many different State activities in the area of chronic
 
illness and aging could be justified on the basis of helping to achieve
 
these broad, general objectives, a set of goals with operational
 
significance for the allocation of the 1964-65 CI&A formula grant
 
was needed. However, the Department has not defined these goals.
 
On the basis of the history and the analysis given in the previous
 
chapters it appears there are seven goals or objectives appropriate
 
for the CI&-A program. These goals denote the set of requirements or
 
constraints that an alternative must satisfy to be acceptable0 7
 
Different persons in the Department could pick out different constraints
 
and say that this constraint is the goal they wish to achieve subject
 
to satisfying the other constraints,
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The behavior of those connected with the CI&A program and the
 
decisions taken can be explained as consistent with the pursuit of
 
one or more of these goals. Examples of such decisions and behavior
 
are given for each goal. Different persons involved in the CI&A pro­
gram emphasized different objectives at different times. However,
 
because these persons influenced the program the Director must take
 
into account all the objectives (the set of requirements or constraints)
 
in arriving at the final decision on the allocation of the annual CI&A
 
grant.
 
It ,ms important for the exoeriment described in Chapter 8 that 
the meaning of each objectivewas the same for the Departmental members
 
as for the researcher. Therefore, the language of the objectives was
 
edited several times in order to ensure that the meaning was understood
 
by Departmental members. Successive drafts of the set of objectives 
were read W the persons who would participate in the experiment and 
revisions were based upon their comments. 
The objectives encompass medical and scientific goals, the rela­
tionship of the Department with its environment, and the psychological
 
needs of Departmental members. The order of listing of the objectives
 
does not indicate their relative importance. The objectives are:
 
1. 	"To increase the availability, scope, and quality of out­
of-hospital community health services for the chronically
 
ill and aged."8 This is a personal health care objective.
 
The federal legislation which set up the CI&A formula grant
 
mechanism stated that the funds were to be used to establish and expand
 
outside-the-hospital health services for the chronically ill and aged.
 
Pursuit of this goal carries out the intent of Congress. The
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Department's suggestion at the September, 1961, meeting of the'Com­
mittee on Administrative Practices of the CCLHO would have allocated the
 
increased federal funds to local health departments on a project grant
 
basis. The project grant mechanism is a means of ensuring that the
 
funds are used for new or expanded programs in local health departments
 
thus carrying out the intent of Congress.
 
In Chapter 4 several instances are related where members of the 
Division of Preventive Medical Services recommended that the Department 
not fund some of the basic and supplemental CI&A plans of local health 
departments that had been aoproved b the Advisory Committee but with 
poor ratings. Not funding these plans that had little merit showed 
the Department's desire to carry out the intent of Congress.
 
By providing support for local CI&A programs through the alloca­
tion of most of the CI&A grant to local health departments the State
 
Department was able to get the California Conference of Local Health
 
Officers to agree to have "services in chronic disease" included in
 
the California Health and Safety Code as a basic service that a local
 
health department must offer in order to qualify for State subvention
 
funds. In California, local health departments provide most of the
 
services in the public health field. In many local health denart­
ments services such as home care nursing that did not exist prior to
 
November', 1961, are now offered.
 
The Department initiated the CI&A Contract program which allows
 
the Department to support studies, experiments, and demonstrations by
 
organizations such as medical schools, hospitals, and voluntary agen­
cies as well as by local health departments. By this means more of
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the talent and resources available in the State to work on CI&A
 
problems can be utilized.
 
The argument between the Divisions of Preventive Medical Services 
and Community Health Services over the operation of the CI&A program
 
as typified by the meeting on August 2, 1963, reported in the section,
 
"The 1963-64 Allocation of CI&A Funds," in Chapter 3, was about the
 
means to achieve the personal health care objective. There was no
 
question about the objective itself. Most of the professional Depart­
mental personnel connected with the CI&A program are physicians so it 
is natural that they think of ultimate beneficiaries of the program 
even though they do not deal directly with the beneficiaries. 
2. 	To strengthen add suprtotlUaZbhalth departments
 
by providing ftifds f6r nfeiwo improved bervices in
 
chronic disease. Thi -obj6dtive inludes the minte­
nan&e'of good relations with the local health depart­
ments. 
There is a long series of events dating back to the Departmentts
 
acceptance of the recommendation of Dr. Haven Emerson to organize
 
public health in California around the local health department9
 
which show the Department's desire to strengthen and support local
 
health departments. As pointed out in Chapter 2 the post-World War II
 
studies of the Department have emphasized the need for the Department
 
to offer consultation to local health departments. The recoumendations
 
of these studies have led to the establishment of three regional con­
sulting teams inwthe Division of Community Health Services. In addi­
tion the program units such as the CI&A Unit furnish consultation in
 
their program areas. Because local health departments provide most
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of the direct nublic health services in California the role of the
 
Department as consultant and advisor to local health departments is
 
understandable.
 
The importance of local health departments in California is 
shown by the Director's 1958 statement of one of the three basic func­
tions of.the Department. 
To do eW6rythifng dssible to fadilitate effective and 
efficient adminishti6ni Qr IIcUJhealth departments in 
order-that the exeutiod'of aQ manyjunctibns as possible 
may be'del6gated to toemW"L56l hea!th deprtments have 
about six times'as many professmona did-technical employees 
as the-State Depatmdnt'of Piiblibh&&lth, aid they are' 
close to the'p6tles'hd'tNi pulic-1t is imperative 
that this departmeit facM in real sti6 fashion the ques­
tion of effective consultation to local health deartments.
10 
Substantially the same desire was reiterated by the Director in 1963.11 
The November 10, 1961, letter from the Director's Office stated
 
that the allocation of C0T-A funds represented "an effort to strongly
 
support extensive local use of funds." In each of the three fiscal
 
years the program has been in operation, the major portion of the
 
funds has gone to local health departments. There is no legal reason
 
for local health departments to get money from federal formula grants
 
like the CI&A grant. In fact, the Public Health Service reported in
 
1962 that most states did not pass on any of their CI&A grants to local
 
12
 
departments. After listening to criticisms of the MCH and CI&A pro­
grams in local health departments at the August 2, 1963, meeting with
 
members of the Divisions of Preventive Medical Services and Community
 
Health Services, the Director said he wanted to try to make the present
 
method of allocating the grants work by having the Department provide
 
necessary support and consultation to local health departments.
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A final piece of evidence to illustrate this objective concerns
 
the behavior of the Department when it learned that President Johnson's
 
budget proposed a cut in the CI&A formula grant. The decision of the
 
Department was to keep the 1964-65 CI&A allotment to local health
 
departments unchanged even though the Department faceda-possible nine
 
per cent reduction in the amount of CI&A funds it would receive from
 
the Public Health Service. If a cut were necessary it would be made
 
in the CI&A Contract program.
 
The State Department needs the local health departments to carry
 
out public health service programs because there is no other mechanism
 
readily available. In addition, local health officers acting through
 
the CCLHO have a veto written into the California Health and Safety
 
Code over the standards required for local health departments to qualify
 
for State subvention funds. The cooperation of local health officers
 
is necessary to carry on a public health program in California., As
 
related in the section, "Events in California Prior to November 10, 1961,"
 
in Chapter 3, the local health officers reacted strongly to the Depart­
ment's initial plan for the use of the increase in federal funds which
 
included the new CI&A formula grant.- They particularly objected to
 
letting other agencies apply for the funds and several local health
 
officers objected to the allocation of funds by means of project grants.13
 
The Conference passed a resolution asking that the Health Committee
 
of the County Supervisors Association of California and the Public Health
 
Section of the League of California Cities study the whole program of
 
State and federal fund allocation. In summry, local health departments
 
are the recognized means of providing most of the public health services
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in California, they have a veto over State standards local health depart­
ments must meet to receive State subvention funds, and they have poli­
tical means to challenge the Department. 
3. 	To add to knowledge in the field of chronic illness
 
and aging by doing and supporting significant demon­
strations and specific investigations aimed at improving
 
and extending outside-the-hosnital services for the
 
chronically ill and aged.
 
A program of research is one of the three general Departmental
 
objectives stated by the Director. The Division of Preventive Medical
 
Services carries on more research than any other division in the Depart­
ment whether measured in number or total dollars of special projects.
 
The Chief of the Division, who has more than fifty publications to his
 
credit, has shown a continuing interest in research. While Chief of
 
the Bureau of Chronic Diseases he started research projects on cancer
 
and other chronic diseases. The section,,"The 1958 Report," in Chap­
ter 2 points out that by 1958 research had developed into an important
 
Departmental function especially in the area of chronic diseases. In
 
the section, "Windfallism," in Chapter 5 his part in starting the Local
 
Special Project program, a research oriented program, was related.
 
An example of a large scale invettigation by the Division of 
Preventive Medical Services supported by federal funds is the develop­
ment of the tumor registry in California using the Cancer Control 
federal formula grant. The information accumulated in this manner 
has resulted in various publications such as the 400-page monograph, 
Cancer Registration and Survival in California,1 4 which is based on
 
over 110,000 cancer cases diagnosed in California hospitals.
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The research orientation of the Division has led its members to 
support use of CI&A funds in ways that would lead to increased knowl­
edge of new and improved methods of providing outside-the-hospital 
services for the chronically ill and aged. Using CI&A funds to establish 
the CI&A Contract program and to help create the Medical Care Studies 
Unit are examples of this. Also, these two uses of funds are both 
ones in which the Department can use agencies other than local health 
departments to conduct studies.
 
4. To show the Public Health Service that the states can 
do a good job with federal formula grant funds so that 
the trend to centralizing the funding of indivisual 
projects in Washington does not continue. This objec­
tive also includes the maintenance of good relations 
with the Public Health Service. 
The Community Health Services and Facilities Act of 1961 which 
provided for the CI&A federal formula grants to states also allowed 
the Public Health Service to make project grants directly to local 
agencies for the development of new or improved methods of providing 
outside-the-hospital services especially for the chronically ill and 
aged. Although state health departments are asked to comment on the 
proposals submitted by local agencies to the Public Health Service, 
the Public Health Service has the authority to bypass a state government 
in awarding these project grants. Two recent Public Health Service 
programs have been set up on a project grant basis. They are the
 
Neurological and Sensory Disease Service Project Grant program and
 
the Migrant Health Project Grant program. The Venereal Disease Control
 
formula grant has been changed to a project grant. The Tuberculosis
 
Control formula grant may be the next to be changed.
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The Director does not favor the spread of the project grant
 
mechanism in the allocation of federal grants by the Public Health
 
Service: 
In general, we believe that the formula grants serve a
 
real purpose in helping to demonstrate the value of new
 
and improved pro ams and in extending valuable public
 
health services. 15
 
It is our considered opinion that the trend to elimination 
of formula grants is a serious one and is not in the best
 
interest of public health. We cannot emphasize this too
 
strongly.16
 
Therefore, to keep the formula grants the Department needs to show
 
the Public Health Service that this mechanism does carry out the intent 
of Congress in providing outside-the-hosital services for the chroni­
cally ill and aged.
 
Biennially, the Department must submit a State Public Health 
Plan to the Public Health Service setting forth what the Department
 
intends to do with the CI&A and other federal formula grants during
 
the coming two years. The Public Health Service must approve the plan 
before the State qualifies for its share of the federal funds. The
 
Public Health Service requires the Department to keep the CI&A grant
 
separate from other grants in accounting for the use of the funds and
 
in satisfying the matching requirements. The Public Health Service
 
audits the fiscal records kept in the Division of Administration and
 
the orogram records kept in the CI&A Unit. In general, the Public
 
Health Service has much discretion in setting guidelines for public
 
health programs that affect the states and in interpreting the intent
 
of Congressional legislation.
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5. To conduct the CI&A program in such a manner that
 
the Department of Finance is satisfied with the De­
partment of Public Health's administration of this
 
federal grant. This objective also covers the influ­
ence of the State government acting through the 
Department of Finance on the CI&A program 
After federal funds are received by California they are subject 
to all regulations and restrictions on their use that State funds are. 
The department that acts as watchdog for the Governor in these matters 
is the Department of Finance. Because the Department of Finance pre­
pares the budget the Governor submits to the State Legislature, it 
scrutinizes the budget requests of all departments. Approval by the 
Department of Finance is needed before any new program can be undertaken 
by the Department of Public Health even though the program is financed 
entirely by federal funds. The establishment of the CI&A Contract 
program in the fall of 1962 had to be cleared with the Department of 
Finance before it could be put into effect. 
California's overmatching of the federal formula grants also 
brings the influence of the Department of Finance into the operations 
of the Department of Public Health. A simple example will illustrate 
the concept of overmatching. Suppose a federal formula grant to a
 
state is $1,000,000 and the matching requiement is one dollar of
 
state money for one dollar of federal money. If the state is already
 
spending $1,600,000 in the categorical area covered by the grant,
 
$600,000 of the federal grant may be placed in the state's general 
fund. Given the circumstances of the example, only $00,000 of the 
federal grant must be snent in the categorical area specified by the 
grant.17 Because California overmatches the federal formula grants 
the Department of Finance in early 1964 raised the question of the 
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Department of Public Health's intended use of the $98,522 CI&A sup­
plemental grant from the Public Health Service.1 8  It required several
 
meetings with the Department of Finance to secure release of the,
 
supplemental grant to the Department of Pablic Health.
 
6. 	To get the support of various community and voluntary
 
agencies in carrying out the Department's CI&A pro­
gram. This objective includes the maintenance of good
 
relations with the California Medical Association, the
 
county medical societies, and other voluntary agencies.
 
In many Departmental programs, especially those that involve
 
medical care, there is a place for both public health and the private
 
practice of medicine, and the dividing line is not clearly drawn.
 
One reason that the president of the California Medical Association
 
was made a member of the Advisory Committee of the Department's medi­
cal Care Studies Unit was to assure private physicians a voice in the
 
development of the Department's medical care programs. The usual answer
 
by the Director and other key members of the Department to questions
 
regarding the influence of the California Medical Association on the
 
Department's operations was that the Department considers the reaction
 
of the Association in planning any new program. This is particularly
 
true in instances where the Detartment must decide whether or not to
 
accept a new federal program and on what terms.
 
In local health department programs such as glaucoma screening
 
the local health officer may contract with an o.phthalmologist to conduct
 
a clinic on a regularly scheduled basis such as a half day per month.
 
Of course, the ophthalmologist is a member of the county medical society.
 
Changes in the CI&A allotment could affect relations with the county 
medical society through those members that perform work on a contract
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basis for the local health department, Moreover, some local health
 
officers contract with voluntary agencies in their jurisdictions to
 
perform certain CI&A service programs. For example, in some cases the
 
Visiting Nurse Association of a county receives CI&A funds from the local
 
health officer to exoand its home care nursing program. In cases such
 
as these changes in the CI&A allotment to local health departments would
 
affect voluntary agencies. Because of their limited resources local
 
health departments need the cooperation and assistance of county
 
medical societies and local chapters of the various voluntary agencies
 
to provide public health services.
 
7. To achieve self-fulfillment and enhance the prestige
 
of those who administer the OI&A program in the Depart­
ment. This objective includes the natural desire to 
be identified with a good, well-respected program. 
Departmental personnel from the members of the CI&A Unit to the 
members of the Director's Office have a personal interest in the CI&A 
program. The many meetings about the CI&A program attended by mem­
bers of the Director's Office and other key personnel testify to the 
interest in the program. People in the Department consider California 
to be a leader in the public health field and take pride in this fact0 
They feel that the Public Health Service and other state health depart­
ments are influenced by actions taken and results obtained in California. 
The Director in planning the CI&A program must take into considera­
tion the needs of the Deartmental members who administer the program0 1 9 
The need of the professional members of the CI&A Unit for something
 
more in the content of their work than repetitive acts requiring little
 
initiative or intelligence is illustrated in the following two instances, 
18o 
The members of the CI&A Unit think of the CI&A Contract program as
 
being moresatisfying to them than the allotment of funds to local
 
health departments because in the Contract program the members of the 
CI&A Unit have much more voice about which projects will be supported. 
They have an opportunity to work ith people and develop proposals. 
After the initial oroblems associated with, the beginning of any new 
program had been resolved, many of the duties of administering the 
CI&A program in the CI&A Unit became roitirie. It was then that the 
Chief of the Unit introduced-the ideh that '&ch of the medical 
officers in the Unit aculd taceon the study-and evaluation of some 
piece of'the CI&A program as an additional responsibility. 
The Alternatives
 
An extremely large number of alternative allocations of the CI&A
 
grant are available to the Department. Merely shifting a few dollars
 
from one category to another results in a different allocation. It
 
becomes necessary to select from this large number of alternabives
 
those which were seriously considered by the Department in allocating
 
the CI&A formula grants. In this study nine alternatives have been
 
selected. These cover a wide range of feasible Departmental programs
 
yet are few enough in number for a decision maker to evaluate them in
 
terms of the seven objectives set forth in the previous section.
 
Alternatives Considered But Reiected
 
The Department's alternatives in allocating the CI&A federal formula
 
grant are limited to the fiscal year 1964-65. Alternatives involving
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CI&A grants over a period of several years are rejected. There are
 
several reasons for this. One is the rapid oroliferation of alternatives
 
over time. For example, if ten alternatives are considered for each
 
of the next three fiscal years, 1,000 different combinations are possible.
 
Even if many of these 1,000 possibilities could be eliminated as not
 
feasible, the number remaining would be unmanageably large.
 
Another reason for limiting-the alternatives to 1964-65 lies in the 
uncertainty about the continuation of the CI&A federal formula grant.
 
The present federal CI&A program will end after the 1965-66 fiscal year
 
unless the U. S. Congress votes to continue the program. At the present
 
time (May, 1964) it is not known whether the program will be continued
 
or not, and, if continued, at what level of exoenditure and with what
 
changes. Thus an alternative stretching over three years would have
 
to include an assumption that a certain orogram would or would not be 
approved by Congress and a reaction to the Congressional action by the 
Department. 
The alternative that the Department refuse the 196L-65 CI&A
 
formula grant was considered but not used. The decision taken in
 
1961 to accept the grant has committed the Department to continue
 
receiving the grant during the initial five-year period voted by
 
Congress unless something very drastic occurs to cause a re-evaluation.
 
It is hard for states to refuse federal funds, as such fTnd can be
 
viewed as the return of tax money collected from the state by the
 
federal government. California with its higher than average per capita 
income does not get back a proportionate amount in federal formula
 
grant programs because per capita income enters into the federal formulas
 
182 
with an inverse weighting. This weighting penalizes states wIth higher
 
than average income such as California while favoring states with 
lower than average income such as Mississippi and Alabama. For exam­
ple, California has more than seven times the population of Mississippi
 
but receives only three times as much money from the regular CI&A for­
mula grant. If California doesn't accept the federal formula grants,
 
the money is reallocated to other states.
 
Another alternative for allocating the 1964-65 CI&A formula grant
 
that was considered and rejected is the alternative of keeping all the
 
CI&A grant at the State level and not allocating any of it to local
 
health departments. The initial commitment made to local health depart­
ments in 1961 precludes this alternative. This point is discussed
 
under "Commitment" in Chapter 5.
 
Still another alternative for allocating the 1964-65 CI&A grant
 
that was considered but rejected is for the Department to make an
 
estimate of the marginal benefits obtained from allocating increments
 
of $l,O00 or $5,000 to each local health department. Similar calcu­
lations would be made for allocations to studies supported by the CI&A
 
Contract program and the Medical Care Studies Unit. The Department
 
would allocate the CI&A funds so that the benefits from the last
 
dollar increment to each local health department and each study would
 
be the same for all local health departments and all studies. Although
 
this is the way recommended by classical economic theory, an earlier
 
section in this chapter, "Lack of Basic Information About the CI&A
 
Program," pointed out that the information required to estimate the
 
benefits obtained from allocating CI&A funds to local health departments
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and to studies supported by the CI&A Contract program and the Medical
 
Care Studies Unit is not available.
 
Nine Denartmental Alternatives -for Allocating the 1964-65 CI&MA Federal 
Formula Grant
 
Among the many possible alternatives nine seem to span the range 
of feasible Departmental alternatives for allocating the 1964-65 CI&A 
federal formula grant. There are several reasons for choosing these 
nine alternatives. First, these alternatives do not reflect radical 
changes from past practice because the commitments made by the Depart­
ment's allocation of the CI&A formula grant in the three previous fiscal 
years precludes radical changes. Secondly, the model for allocating the 
CI&A formula grant presented in Chapter 8 assumes that utility is 
linear over the relevant range. This assumption is a reasonable one 
when only incremental changes are involved. Finally, the incremental 
changes provide a test of the model in Chapter 8. It appeared to thi 
author from his discussions with members of the Department that they 
had different opinions about which means would best achieve certain
 
goals. Thus the alternatives were chosen to see if differing evaluations
 
of such means as demonstrations, project grants, reporting requirements,
 
and programs in local health departments would be reflected in the
 
exoeriment reported on in Chapter 8.
 
The nine Departmental alternatives for allocating the 1964-65
 
CI&A federal formula grant deal with the allocation of funds among the 
three major categories: allocations to local health departments to
 
provide services; funds retained at the State level to support studies,
 
experiments, and demonstrations; and funds used to pay the Departmenb's
 
184 
costs of administering the CI&A program. The last category is called
 
administrative overhead, but it includes the program development and
 
promotion activities of the members of the CI&A Unit and others in the
 
Department.
 
All the Departmental alternatives for allocating the 1964-65 CI&A
 
formula grant contain a reduction of $75,000 compared to the previous 
year's grant. Prior to January, 1964, the Department had anticipated 
that its 1964-65 CI&A grant from the Public Health Service would be 
about the same as in 1963-64,20 However, President Johnson in his
 
budget message to Congress in January, 1964, recommended a cut in
 
the CI&A and two other federal formula grants. If Congress does not
 
restore the cut, the regular CI&A grant to California will be reduced
 
about $75,000. Attempts are being made to have Congress restore the
 
cut but the final outcome is not known at this time (May,1964).
 
Because the allocation decision has to be made by the Department prior
 
to Congressional action, the sum used in planning for 1964-65 is the 
amount that will come to California if Congress does not restore the 
cut in the CI&A formula grant contained in the President's budget. In 
this case California will receive approximately $763,000 ($838,000 less 
the $75,000 proposed cut) in the regular grant. In February, 1965, 
California will learn the amount of the supplemental CI&A grant, 
Alternatives 1 through 7 are similar in that each alternative
 
keeps the total amount of CI&A funds for the local health departments 
unchanged from the 1963-64 level and retains $50,000 for the Medical
 
Care Studies Unit. Because of the Department's commitment to local
 
health departments and the State Legislature's request that the 
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Department carry out studies in medical care, it seemed that most of the
 
alternatives should Teep these two significant items the same but con­
sider other possible changes in the CI&A program that are thought to
 
be important by Departmental members. Alternatives 8 and 9 on the
 
other hand do allow for variations in the total amount of CI&A funds
 
for local health departments and the Medical Care Studies Unit.
 
Alternative 1 makes no change in current Departmental procedures
 
but does allow for the reduction of the CI&A Contract program by $75,000.
 
Alternative 2 limits to three years the time period that a particular
 
program in a local health department could be supported by CI&A funds.
 
Alternative 3 would use the CI&A Contract funds and the supplemental
 
CI&A grant from the Public Health Service to support one or at most a
 
few large programs instead of many small ones as under present practice. 
Alternative 4 would use the CI&A Contract funds and the supplemental
 
CI&A grant to run a service program at the State level. Alternative
 
5 would reduce the number of reports local health departments must sub­
mit to get their CI&A allotment. Alternative 6 introduces two new 
factors into the formula the Department uses to allocate CI&A funds to
 
local health departments. Alternative 7 substitutes project grants for
 
the per capita allotment as the means of allocating CI&A funds to local
 
health departments. Alternatives 8 and 9 both reduce the total amount
 
of CI&A funds local health departments ill receive. Alternative 8 
would reduce each of the three major categories by nine per cent to 
adjust for the $75,000 reduction in the 1964-65 CI&A formula grant. 
Alternative 9 takes the enbire $75,000 from the allocation to local 
health departments. 
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A listing of the alternatives selected and the differences among 
them follows:
 
1. The first alternative for allocating the 1964-65 CI&A formula
 
grant keeps the tentative allotment to local health depart­
ments the same as in 1963-64. The formula for allocating
 
funds to local health departments remains the same as do all
 
the other administrative regulations.
 
The first alternative also keeps the funds for the Department's

administrative overhead and for the Medical Care Studies Unit
 
the same.
 
The CI&A Contract program is to bear the brunt of the proposed
$75,000 cut. The supplemental CI&A grant from the Public 
Health Service is to be used for the CI&A Contract program. 
Procedures for obtaining CI&A funds remain the same, i.e.,
local health departments will continue to fulfill the current 
reporting requirements. Applicants for the CI&A Contracts 
will have to submit their applications,in the present manner. 
This is the alternative that has been chosen by the Department.
 
Even if Congress doesn't restore the cut contained in the President's
 
budget the CI&A Contract program will have funds from other sources.
 
There is usually a difference of $15,000 to $20,000 between the amount
 
tentatively allocated to local health departments and the amount
 
actually used. This difference along with any salary savings and the
 
supolemental CI&A grant from the Public Health Service that will be
 
received by the Department in February, 1965, will be available for
 
the CI&A Contract program. Because the contracts under the CI&A Con­
tract program are written for a period of not longer than one year, the
 
program can be readily expanded or cut back. Departmental practice
 
has been to use the CI&A Contract program to absorb fluctuations in
 
the CI&A formula grant. Also, the Department has flexibility in the
 
use of funds allocated for the CI&A Contract program. For example,
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in 1963, $50,000 originally budgeted for the CI&A Contract program
 
was transferred to the Medical Care Studies Unit.
 
2. 	The second alternative is the same as the first except that
 
support for a particular CI&A program in a local health depart­
ment would be restricted to a fixed period of time. The first
 
alternative dqes not restrict support for a partibular CI&A "
 
program in a local health department to a fixed period of time
 
Suppose the limit for support of a particular program were set
 
at three years.' Then after three years support for that program
 
would end and the local health department would have to submit a plan
 
for another program in order to continue to receive its CI&A allotment.
 
The feature of restricting support to a fixed period of time is a
 
built-in mechanism for evaluation and probable expansion of services
 
for the chronically ill and aged. Presumably the local health depart­
ment could evaluate its program after three years and decide whether
 
to discontinue or support it with local funds.
 
3. 	The third alternative is the same as the first except that
 
all CI&A Contract program fands and supplemental CI&A grant
 
funds would be used for a single large demonstration, or at
 
most a few, arranged by the Department. The first alternative
 
uses the CI&A Contract program to support many small projects,
 
At present the CI&A Contract program supports many small studies
 
and 	demonstrations. Alternative 3 would change the procedure and
 
would support only one or a few large demonstrations0 The CI&A for­
mula grant is very small in comparison with the problems that exist
 
in such a broad field as chronic illness and aging. By using the CI&A
 
Contract program funds and the supplemental CI&A grant from the Public
 
Health Service for a single demonstration, a significant project
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could be undertaken. In addition, the abilities of the members of the
 
CI&A Unit and others in the Department would be concentrated in assis­
ting one project. Under the present procedure the members of the CI&A
 
Unit spend much time in reading and ranking many applications for 
CI&A Contract funds. An example of this alternative would be to take 
one county hospital and set up an outside-the-hospital service. This 
would allow some patients now in the hospital with chronic illness to 
be supported in their homes or in nursing homes0 Such a program would
 
include rehabilitation for the chronically ill and aged. The results
 
of the demonstration should lead to the establishment of similar pro­
grams by other counties if the evaluation of the demonstration warranted 
it.
 
4. 	 The fourth alternative is the same as the first except that 
all CI& Contract program funds and supplemental CI&A grant 
funds would be used to run a service program at the State ­
level. The first alternative has no service program at the
 
State level.
 
An example of a service program would be a disease detection
 
program using multiphasic screening methods on suitable populations. 
This alternative would involve hiring staff at the State level to fur­
nish services. The Department could keep a close control over the 
program if this alternative were adopted. Also, the Department would 
be in a good position to coordinate a service program if the target 
population were a group such as migrant farm workers who move from 
county to county. 
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5. 	 The fifth alternative is the same as the first except that 
the CI&A funds allocated to local health departments would 
be handled like the State subvention funds which have much 
simpler reporting requirements than the present method by 
which local health departments get CI&A funds. The first 
alternative requires a local health department to submit an 
acceptable plan for its intended use of its CI&A allotment 
and to submit quarterly reports on the use of the CI&X 
funds if its plan is approved. 
It is now a part of the California Health and Safety Code that 
all local health departments must furnish services in chronic diseas 
in order to qualify for State subvention funds. Under this alternative 
no information about the CI&A program in a local health department 
would be requested other than what is needed to justify receiving
 
State subvention funds and to satisfy the accountability requirements
 
the Public Health Service has placed on the CI&A federal formula grant.
 
No prior approval by the State Department of a local health depart­
ment's plan for use of its CI&A allotment would be required, Special
 
program reporting to the Division of Preventive Medical Services would 
be eliminated. The reports eliminated would include the plan to use
 
the tentative allotment, the quarterly reports on the use of the actual
 
allotment, and the evaluation of the use of the funds at the end of
 
the fiscal year.
 
6. 	The sixth alternative is the same as the first except
 
that the formula for allocating CI&A funds to local health
 
departments is changed by introducing two other factors
 
besides total population into the formula, namely population
 
over 65 and per capita income.
 
Population over 65 and per capita income are both used by the
 
Public Health Service in allocating the CI&A formula grant to the states, 
The 	population age 65 and over is subject to more chronic illness than
 
other age groups,21 and because of the lower incomes due to retirement
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of wage earners, persons in this age group are less able to afford
 
medical expenses. The Argument used to support inclusion of this
 
factor is that it tends to put money where the need is. Total popu­
lation is kept in the formula because problems of chronic illness do
 
occur in age brackets other than 65 and over. Per capita income enters
 
as an inverse weighting factor because counties with high per capita
 
incomes are better able a oriori to support CI&A programs with local
 
funds than counties with low per capita incomes.
 
7. 	The seventh alternative is the same as the first except
 
that the local health departmentst share of the CT&A
 
grant is allocated by project grants rather than by per
 
capita allotments based on submission of acceptable plans.
 
There is no guarantee that a particular local health de­
partment will receive any CI&A funds from the State
 
Denartment as there is in the first alternative.
 
This alternative does not change the total amount of CI&A funds
 
allocated to local health departments but it does remove the guarantee
 
that each local health department will receive CI&A funds if it submits 
an acceptable.plan. Under the project grant arrangement the proposals
 
from local health departments would compete with each other for CI&A 
funds. The Department would have much more discretion in deciding which 
local health department proposals would be funded than it now has. The 
argument in favor of project grants over per capita allotments is that 
the project grant mechanism would improve the quality of the CI&A pro­
grams in local health departments and would ensure that the CI&A funds 
were used to carry out the intent of Congress. 
This alternative is probably not a feasible one for 1964-65 since
 
it could result in failure to fund some acceptable local health depart­
ment programs. The local health departments have built CI&A programs
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on the belief that funds would continue to be allocated as long as their 
programs were run in a satisfactory manner. However, the alternative
 
was included because of the desire-to test the differing views on
 
project grants the author encountered in the Department. 
8. 	In the eighth alternative the proposed cut of $75,000 in
 
the C&A formula grant is absorbed by reducing each of the 
three major categories -- allocation to local health de­
partments for services at the local level; state administra­
tive overhead costs which include program development 
activities; and studies, experiments, and demonstrations -­
by approximately nine per cent of the 1963-64 levels. All 
Departmental rules, regulations and administrative proce­
dures remain the same in 1964-65 as in 1963-6L. 
The 875,000 cut is aporoximately nine per cent of the total regular
 
grant of $838,000 so the three major categories of the CI&A program 
are cut equally. Cutting each category equally is a "fair" way to 
handle the 375,000 reduction. The supplemental Public Health Service
 
grant would be used for the CI&A Contract program. 
9. 	In the ninth alternative the proposed cut of $75,000 in 
the CI&A formula grant is absorbed by reducing the allo­
cations to local health departments $75,000 and leaving 
allocations to other categories the same as in 1963-64. 
All Departmental rules, regulations, and administrative
 
procedures remain the same in 1964-65 as in 1963-64.
 
The argument in favor of this alternative is Lhat since the Depart­
ment let the-local health departments share substantially in the increase
 
in federal funds in 1957 and in 1961, either by direct allocation or
 
bry reserving the money at the State level and allocating it to local
 
agencies by means of project grants, then when cuts occur in federal
 
programs the funds going to local programs should be cut. Even
 
though some of the CI&A formula grant was retained at the State level
 
for administrative costs of the CI&A program, the entire cut would be
 
taken from the allotment to local health departments. 
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Chapter 7. 	SELECTION OF THE METHOD OF VFIASURING VALUE FOR USE IN THIS
 
STUDY.
 
The model developed in this study for the allocation of the 1964-65
 
CI&A federal formula grant by the California State Department of Public
 
Health uses the Churchman-Ackoff approximate measure of value. In this
 
context value refers to subjective value and is synonymous with utility.
 
Other methods of measuring value were, of course, considered but the
 
Churchman-Ackoff method seemed to provide the most effective approach
 
for this particularproblem.
 
Methods of Measuring Value (Utility)
 
The Churchman-Ackoff AnDroximate Measure of Value
 
The Churchman-Ackoff approximate measure of value is a procedure
 
S 1
 
for estimating the values an individual associates with objectives. 
Some of the critical assumptions underlying the approximate measure of 
value method are:
 
1. For every outcome 0 there corresponds a real non-negative 
number V, to be interpreted as a measure of the true impor­
tance of 0.. In this study an outcome is whether or not an
J 
objective is achieved.
 
2. 	If 0. is more important than Ok' then V.$ Vk and if Oj and 
0 are equally important, then Vj = Vk. 
3. 	If Vj and Vk correspond to 0. and Ok respectively, then
 
V. + Vk corresponds-to the combined outcome O and Oko
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The third assumption permits values to be added. Because it implies 
that the objectives are independent and are valued individually rather 
than in clusters this assumption is a strong one. Moreover9 it 
simplifies the utility fanction. The importance of such a simplified 
function is brought out in Chapter 8 where the model for the alloca­
tion of the CI&A grant is discussed. An analogous situation in 
economics to the assumption of additivity of values here would be the 
calculation of the utility of a bundle of goods as the sum of the 
utilities of the different goods making up the bundle, with no allow­
ance made for complementary or competitive goods.3 
The procedure used for obtaining the values of the set of objectives
 
in this study is described in detail in Appendix VI under the first task.
 
Briefly' the subject ranks a set of objectives in order of importance
 
to him and then indicates his preference between pairs of subsets of
 
the set of objectives. From these choices a numerical values (v.) may
 
be associated with each objective.
 
Ursala Hicks, writing of the conflicting objectives of England's 
1947 Agricultural Act, expressed the idea which underlies the need for 
a measure of value. 
With such a medley of aims it is not surprising . . . to find 
• . . inconsistency and incompatibility in practice as well as
 
imperfect success in achieving the preferred objectives. In
 
such a case however it should be possible by breaking down the
 
separate aims-, and giving them appropriate weights, to reach
 
more precise and consistent results in practice.4
 
Other Methods of Measuring Value
 
Increased interest in decision making under conditions of risk
 
and uncertainty and the use of utilities in decision theory models have
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led to many recent attempts to measure utility. Several methods be­
sides the Ohurchman-Ackoff method have been proposed. These other
 
methods are cited in two extensive bibliographies by Edwards5 and in
 
other articles footnoted in this section. The literature of utility
 
measurement and closely related fields is extremely large.
 
The concept of utility, a well-known concept in economics, has
 
changed considerably over the years. The attempt to use utility as a
 
criterion for choosing actions goes back at least to an article written
 
by Bernoulli in 1738.6 Later in 1789 Bentham, a leader of the
 
utilitarianism movement, wrote:
 
By utility is meant that property in any object, whereby it
 
tends to produce benefit, advantage, pleasure, good, or
 
happiness (all this in the present case comes to the same
 
thing), or (what comes again to the same thing) to prevent
 
the happening of mischief, pain, evil, or unhappiness to the
 
party whose interest is considered.
 
By the principle of utility is meant that principle which
 
approves or disapproves of every action whatsoever, according
 
to the tendency which it appears to have to augment or
 
diminish the happiness of the party whose interest is in
 
question. . . . Of an action that is conformable to the 
principle of utility, one may always say either that it is
 
one that ought to be done, or at least that it is not one
 
that ought not to be done.7
 
The desire to measure utility slackened after it was demonstrated
 
that indifference curve analysis based on ordinal utility was sufficient
 
to sustain the theory of riskless choice. Thus much of the economic
 
theory of consumer behavior could be explained without a quantitative
 
concept of utility.
 
The assumptions underlying an ordinal utility scale are that the
 
subject can indicate whether he prefers one state to another or is indif­
ferent between them. An ordinal utility scale assigns numbers to ob­
jects so that the magnitudes of the numbers reflect the preference
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ranking of the states of objects or commodity bundles by the consumer. 
Today utility is used as an index, rather than as a property of an
 
object. As Luce and Raiffa phrase it, "One alternative possesses a
 
larger utility than another because it is more preferred, not the other 
8
 
way around."

The modern revival of interest in utility stems from the work by
 
von Neumann and Morgenstern9 who showed that "under the conditions on
 
which indifference curve analysis is based very little extra effort is
 
10  
needed to reach a numerical utility.", They called their index car­
dinal utility although it differed from what the neoclassicists meant
 
by cardinal utility.11
 
Two objections raised against the use of the von Neumann-Morgenstern
 
method for obtaining an interval scale of utility are that the method
 
assumes (1) that the subject knows what the true probabilities are, i.e.,
 
that the subject's subjective estimates of the probabilities are the
 
same as the probabilities used in the gambles required by this method
 
of measuring utility, and (2) that a subject neither likes nor dislikes
 
gambling.
 
An experiment by Mosteller and Nogee to measure the utility of
 
small sums of money was based on the method proposed by von Neumann and
 
Morgestern.12 The two objections made above apply to the Mosteller
 
and Nogee experiment. In this experiment subjects played a game using 
poker dice. The subjects could choose to play or not to play in each of 
a series of gambling situations. The bets involved the possibility of 
winning or losing only a few pennies. From the information on which 
offers were accepted and which were refused, a utility curve was con­
structed for each subject. The results showed (1) that the utility
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o9f money was not a linear function of the amount of money, (2)that
 
predictions based on maximization of expected utility were better than
 
predictions based on maximization of expected amounts of money, and (3)
 
that subjects were not as consistent about preference and indifference
 
as von Neumann and Morgenstern had postulated.
 
Another experiment to measure the utility of money was performed
 
" 
by Davidson, Suppes, and Siegel.13 Theii method attempted to overcome
 
the objections about probability and the utility of gambling which
 
marred the Mosteller and Nogee experiment. The sums of money involved
 
were similar to the sums used by Mosteller and Nogee. To meet the
 
objections leveled against Mosteller and Nogee, Davidson and his col­
leagues did two things. First they obtained an event whose subjective
 
probability was empirically determined to be one-half. (It should be
 
noted that Davidson, Suppes, and Siegel found that subjective probability
 
did not equal objective probability for many obvious events like flipping
 
a coin or rolling an ordinary die.) Secondly, to try to eliminate
 
utility for gambling as a confounding factor, they selected alternatives
 
so that the subjects were always offered choices between gambles. The
 
subjects were not given a choice between accepting or rejecting gambles.
 
The divisibility of money was needed to get an event whose subjective
 
probability was one-half. The divisibility of money was also needed to
 
bonstruct an equal interval utility scale for sums of money.
 
Davidson, Suppes, and Siegel in another experiment developed a
 
procedure for determining a utility function which uses linear program­
ming. The objects to be valued were phonograph records instead of sums
 
of money. Because of the nature of the procedure they adopted, "no
 
matter what responses the subject makes to the options presented him, a
 
numerical utility function-can be computed.",14 Their interpretation
 
197 
of the results of the linear programming model has been criticized in
 
a recent article.15 For the purposes of this chapter another point is
 
of more importance. Davidson, Suppes and Siegel state:
 
In general the utility function $ obtained by linear programming 
is not unique; the minimum 9 is compatible with a convex polyhedron
 
of solutions. The best single choice for / is probably the cen­
troid of this convex polyhedron. Due to limited computational
 
facilities we actually used the first solution obtainedo1 6
 
The lack of uniqueness of the utility function is also present in methods
 
using an ordered metric scale. The problem created by the lack of
 
uniqueness of the utility function is that difficulties may arise when
 
the utilities are used in a model to select alternatives. Examples
 
can be constructed which show two sets of utilities, each consistent
 
with the subject's choices, leading to the selection of different alterna­
tives. One alternative has the maximum expected utility with one set of
 
utilities and another alternative has the maximum expected utility with
 
the other set of utilities. In a situation like this the criterion of
 
"maximize expected utility" does not lead to a unique choice among the
 
alternatives. Of course the same situation can occur with the Churchman-

Ackoff method. How the problem of non-uniqueness was dealt with in the
 
experiment of this chapter will be discussed later. As stated in the
 
quotation just given, Davidson, Suppes, and Siegel took the first solu­
tion obtained. In a similar situation Suzuki used the centroid of the
 
17

solution set.

Suppes and Winet present a set of axioms guaranteeing measurement
 
of utility on an interval dcale.1 8 As a demonstration of their method
 
they propose that a housewife be asked to make a series of choices among
 
subsets of a set of six household appliances. However, no actual results
 
from performing such an experiment are given. The authors point out that
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with just six items their axioms cannot be realized. Actually they would
 
get an ordered metric scale. As the number of items increases successively
 
closer approximations to an interval scale are obtained. With just
 
seven objectives an ordered metric scale would be the best that could
 
be obtained in this study by adopting the method of Suppes and Winet,
 
Suppes and Winet consider a set of independent commodities, i.e., the
 
commodities involved are assumed to be neither complementary nor com­
petitive with respect to each other. A similar assumption of indepen­
dence is made for the seven objectives associated with the allocation 
of the CI&A formula grant. 
.Coombs and Beardslee present a method of measuring utility which 
results in an ordered metric scale.19 In a pilot study one subject
 
was presented with various household items as stakes and prizes.
 
Subjective probability was assumed equal to objective probability.
 
The technique worked well for the one subject.
 
Coombs and Kormita used an individual's preferences among bets to
 
get an ordered metric scale for measuring the utility of money20
 
They assumed that an event with an objective 50-50 probability had the
 
same subjective probability for the subjects. The utility scales were
 
used to make predictions about subjects' preferences among bets and 29
 
out of 30 predictions were confirmed.
 
The foregoing experimental attempts to measure utility are typical
 
examples of the literature in the field. The experiment takes place in
 
a laboratory setting, usually with students as subjects. More often
 
than not the object whose utility is being measured is a sum of money
 
There have been attempts to measure utility in an industrial
 
setting. Thesei too, have been subject to criticism or have failed
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to achieve their objectives. 
Bellman and Dreyfus point out the difficulty of utility measurement 
in industrial and military processes.
 
One of the major difficulties encountered in any study of economic,
 
industrial, or military processes is that of determining the
 
individual and collective utility functions. In many situations
 
we neither know the precise form of the functions involved, nor
 
even precisely what quantities should be maximized. This is
 
particularly the case in processes involving human beings.
21
 
Grayson used the von Neumann-Morgenstern procedure to get utility
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functions of small, independent oil and gas operators. Thus his
 
study is open to the criticisms of the von Neumann-Morgenstern method
 
mentioned earlier in this chapter. Grayson required his subjects to
 
make a series of investment decisions about hypothetical drilling
 
offers. Three pieces of information were given the subjects: the
 
cost of investment, the probability of finding gas or oil, and the
 
payoff if gas or oil were found. Grayson was primarily interested in
 
seeing if utility functions could be derived under field conditions0
 
He reported "mixed success." He was able to get utility functions for
 
most of his subjects. Some of the subjects objected to the complexity
 
of the experiment and the time it took. Grayson concluded that even if 
the concepts of decision theory were not adopted in total now by the 
oil and gas operators "() to realize the problems that they are now 
handling implicitly in their minds, and (2) to think about them in a 
formal manner. Indeed, I believe that this may be the highest payoff 
for application of decision theories in the early stages." 2 3 
Green made a study of sixteen middle management employees of a
 
large chemical eompany.2 A utility function for percent return on
 
investment was obtained for each subject based on the von Neumann­
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Morgenstern method. Green1s conclusions about the practical applica­
tion of formal utility theory in investment decision were not optimistic.
 
It would seem that even the process of deriving utility functions 
is not easy. None of the respondents was familiar with probability 
concepts in any technical sense. . . . It would appear that they
experienced difficulty in conceptualizing the problem and in being 
able to discriminate among small probability values. . . . The 
problems encountered in even deriving utility functions are hardly
trivial. One can then imagine the difficulties faced in attemo­
2 5
ting to use these measures on a day-to-day, operational basis0
 
Reasons for Selecting the Churchman-Ackoff Method
 
There are several reasons why the Churchman-Ackoff approximate 
measure of value was selected to determine the values of the seven 
objectives for the CI&A program rather than one of the methods just 
described. The Churchman-Ackoff method does not use a gamble to obtain
 
a utility function. Thus the question of agreement between a subject's
 
subjective probabilities and the objective probabilities used in the
 
gambles doesn't arise. The questions asked in the Churchman-Ackoff
 
method are probably easier for subjects to understand than the questions
 
asked about the gamble in the von Neumann-Morgenstern method.
 
The divisibility of money allowed Davidson, Suppes, and Siegel
 
and other researchers to make very small changes in the amounts won
 
or lost in the gambles used to obtain the subject's utility scale for
 
money. Small changes enabled the experimenters to be precise in their
 
measurements. Utility measuring techniques which rely on incremental
 
changes in the object or objects being valued are not suitable for 
measuring the utility of indivisible objects such as the seven objectives
 
in this study. 
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The experiment using linear programming and the experiments invol­
ving choices which result in an ordered metric scale lead to non-unique
 
solutions. For that matter, so does the Churchwan-Ackoff method. 
The non-uniqueness of the solution set obtained by use of the Churchman-
Ackoff method warrants further discussion. The set of questions asked
 
the subjects about their preferences among subsets of the set of objectives
 
orders some of the utility differences. It does not give a complete
 
ordering and thus is not an ordered metric scale. The set of linear
 
inequalities obtained from the questions used in the Churchman-Ackoff
 
method has a convex solution set. Which solution should be chosen for
 
the values of the objectives? As previously mentioned, when faced with
 
the same situation Davidson, Suppes, and Siegel took the first solution
 
they obtained and Suzuki took the centroid of the solution set. There
 
is no compelling reason to select any one of the infinite number of
 
solutions.
 
There is one way which, with luck, eliminates the need to answer
 
the question about which solution to choose. In principle, linear
 
programming could be used to obtain all the extremal points of the
 
solution set. Then the effectiveness of each of the nine alternatives
 
in this study could be calculated using one extremal point for the
 
values of the objectives. The alternative with the greatest effectiveness
 
would be noted. The procedure would be repeated with each extremal
 
point. If every extremal point resulted in the same alternative having 
the greatest effectiveness, so would every point within the solution set
 
and there would be no need to proceed further. Under these circumstances
 
an interval scale would not be needed. Rather than venturing into what
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could have been a very time consuming job with no assurance of success
 
and not wanting to pick arbitrarily o4e solution to use for the values
 
of the objectives, the author adopted the following method to seL
 
one solution to use for the values of the objectives.
 
Stevens proposed that methods of psychophysical scaling that ask 
for direct subjective appraisals be subjected to experimental tests 
rather than rejected on a priori grounds. 6 He thought it might be 
easier to measure utility on a ratio scale than on an interval scale.27 
Of course, a ratio scale contains all the properties of an interval scale, 
Preliminary results of one experiment which was favorable to the attempt 
to measure utility on a ratio scale were reported by him. This sugges­
tion by Stevens that an approach requiring a direct judgment might 
succeed in measuring utility on a ratio scale led to the second task in 
the experiment. The first task, ranking objectives, was not a difficult 
task for most of the Departmental members because the concept of ordering 
was familiar to them. The ratio scale was presented as an extension of 
the ranking the subjects had done in the first task. The objective that 
the subject had ranked as most important was arbitrarily given a value 
of 100. A vertical scale marked off from 0 to 100 was placed in front 
of the subject and an arrow marked "II"was placed opposite 100. The 
subject then placed the remaining six arrows numbered "2" through 11711 
on the scale to indicate the ratio he believed each objective had to 
the value of 100 assigned to the first objective. The details of the 
procedure are given in Appendix VI under the second task. After the 
subjects had indicated a value on the ratio scale for each objective, 
their number assignments on this scale were compared with their verbal
 
choices of the first task to arrive at a final numerical value for
 
each objective. For example, if a subject had stated in the first
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(verbal) task that he would rather achieve the objective he had ranked 
as most important than achieve the combination of objectives he had
 
ranked second and third in importance, the numerical value he had 
assigned on the ratio scale to the first objective should be greater
 
than the sum of the values assigned to the second and third objectives.
 
If the separate ratings in the two tasks were not consistent the
 
subject was asked to change his verbal choice or to change his number 
assignment to achieve consistency. This all subjects did without 
apparent difficulty except in two cases.
 
It could be argued that if a technique had been used to rank
 
the objectives so as to result in an ordered metric scale, checking
 
the results of a subject's verbal choices against his placement of 
the objectives on the numerical scale described above would have 
achieved an even better final assignment of utilities to objectives. 
Apart from a desire on the author's part to,test the Ghurchman-Ackoff 
approximate measure of value, there is the practical consideration of 
the amount of time that can be spent in an experiment under field con­
ditions. The subjects of experiments such as the one in 'this study 
are not students being paid by the hour for their participation; they
 
are busy executives whose interest the researcher must hold during the 
experiment and whose assistance the researcher will need in subsequent 
interviews and informal discussions. Seven objectives means fifteen 
inequalities between pairs of intervals. Because the procedure adopted
 
in this experiment was to force consistency during the experiment, the
 
checking of intervals could have been time consuming. The Churchman-
Ackoff method gave four to six inequalities that had to be checked against 
the numerical ratings on the ratio scale. Usually the inconsistencies
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were resolved without much trouble. However, in one case, the resolution
 
of one inconsistency created another, the resolution of the second created
 
a third, and so it went. Finally, the subject, in exasperation, asked
 
the author what values he needed to place on the numerical scale in order
 
to make his ratings consistent with hid verbal choices. A priori it would
 
appear that consistency between fifteen inequalities generated by verbal
 
choices and fifteen inequalities generated by numerical ratings would be
 
difficult to achieve without confusing the subject or losing his interest.
 
All methods of measuring utility have their drawbacks. The
 
Churchman-Ackoff method was selected because (1) it is well adapted
 
to the situation of qualitative, indivisible objectives, (2) it can be
 
administered in a reasonable length of time and thus is a practical way
 
to proceed under field conditions (3) it does not make use of a gamble
 
to obtain a utility function28 nor does it require that subjective
 
probabilities of "benchmark events" be obtained,2 9 and (4) the accounts
 
in the liteature of the application of the hurchman-Ackoff method are
 
not given in nearly as much detail as the reports on the use of the von
 
Neumann-Morgenstern method. In general, for this particular problem the
 
Churchman-Ackoff method requires simpler assumptions than other methods
 
of measuring utility which achieve an interval scale and has advantages
 
over those methods which fail to achieve an interval scale.
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Chapter 8. A MODEL OF THE CI&A PROGRAM, ITS APPLICATION, AND THE 
RESULTS. 
A Model of the CI&A Program
 
Description of the Effectiveness Model
 
The model developed for use in this study attempts to measure' the
 
effectiveness of alternative courses of action under consideration by
 
an individual.' The procedure for measuring effectiveness requires
 
two component measure: (I) the relative importance (value or utility) 
of each objective and (2) the efficiency of each alternative in achieving 
each objective, i.e., the probability that the selection of a particular
 
alternative will achieve a particular objective.
 
Details of the experimental procedure used in this study to obtain 
a measure of effectiveness are given in Appendix VI under the fourth
 
task. Briefly,-the procedure is as follows. After obtaining the
 
subjectfs relative values (the vj's) of the objectives, the subject is
 
asked to evaluate the efficiency (the eij's) of each alternative in
 
achieving each objective. The subject responds with a number ranging from 
0 to 100. A 0 means the selection of a particular alternative is prac­
tically certain not to achieve a particular objective; a 100 means the 
selection of a particular is practically certain to achieve a particular 
objective. The efficiency matrix which results from this procedure is
 
shown below. 
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Objectives
 
01 0i' 7V 
A vj= the estimated
 
value of the
 
jth objective.
 
Alternatives A. e.. e.= the efficiency
I 13 of the ith alter­
native in achieving
 
A the jth objective.
 9
 
The criterion used in this study to select the "best" alternative
 
calls for the calculation of the effectiveness, the weighted sum of the
 
efficiencies (eijvj) of each alternative, and calls for the selection
 
of the alternative with the highest weighted sum. The weighted sum of
 
the efficiencies is also called by Churchman and Ackoff the expected
 
value of the alternative. It will be shown in the next section, "The
 
Effectiveness Model as a Decision Theory Model," that the use of this
 
term is justified.
 
The model to measure effectiveness described above depends on the
 
verbal judgments of individuals. There is no estimate of the accuracy
 
or the bias of the judgments. This defect, however, is shared by the
 
other methods of estimating preference. In addition, the model assumes
 
that persons choose actions (in this study the actions are the alternative
 
allocations) in terms of the importance of goals and of the probabilities
 
that actions will achieve goals.2
 
Reasons for Selection of the Model3
 
There are two features of the problem of allocating the 1964-65
 
CI&A formula grant which led to the selection of the effectiveness model
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described in the previous section: (1) detailed consequences in terms
 
of services for the chronically ill and aged were not known by the State
 
Department of Public Health; and (2) the objectives were difficult to
 
measure in terms of a common scale. The model selected is well adapted
 
to situations having these features.
 
The section, "Lack of Basic Information about the CI&A Program," 
in Chapter 6 pointed out that the knowledge necessary to apply classical 
economic theory (allocate the CI&A funds to alternative uses until the 
marginal benefit from the last dollar in each category is equal to the 
marginal benefit from the last dollar in all other categories) is not
 
available. Because of the lack of information about outcomes resulting
 
from the Department's allocation of the CI&A formula grant a benefit­
cost analysis to determine the optimal allocation of the CI&A grant was 
not attempted. A linear programming model was not used to obtain the 
optimal allocation of the grant because of the lack of information and 
the difficulty of quantifying objectives.
 
There are published reports which indicate that the model used in
 
this study has been used successfully to solve problems in private
 
4
 
industry. In addition to the findings in the experiments mentioned 
in the discussion of utility measurement there is some evidence that two 
of the basic assumptions of the model, additivity of values and the use 
of the maximization of expected utility as an indication of rational
 
5behaviorj are useful in studies of decision making. 
Four studies in which the assumption of additive values was used 
successfully are cited. One of these is a food preference study in 
which four different value laws were tested: a square root law, a
 
logarithmic law, a negative exponential law, anatan additive law. Even
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though the test was deliberately constructed "to give a better chance
 
for diminishing returns to be manifested in the results" the final conclu­
sion was that the experiment had shown "that either the linear 
[additive
 
lawJ or the negative exponential law gives a good fit to limited data 
on food preferences."6 In a second instance a point system was used
 
successfully by the United States Army for discharging soldiers after
 
World War II. It
was based on a linear system of weighting such factors
 
7 
as length of service, number of children, and time overseas. In a third
 
instance a linear programming model was used to solve a problem of assigning
 
electronic equipment to naval ships. Additivity, of course, is one of the
 
basic assmuptions necessary for the use of linear programming. The linear
 
objective function to be maximized was the value (military worth) of the
 
assignment of equipment to ships. 
 The relative values were obtained by
 
asking naval officers to rank equipment models in order of preference
 
and to rank the differences between models in order of preference. The
 
author concluded that "the results appear to be satisfactory in the sense
 
that no improvement in the procurement-allocation plan yielded by the
 
scheme has been forthcoming." Finally, there is the report of an experi­
ment involving 24 subjects who acted as personnel managers and made
 
choices among pairs of hypothetical applicants for an executive position.
 
Each subject was required to make 77 choices. Not many details of the
 
experiment were given but the authors reported that only two subjects
 
made more than four choices from the total of 77 that were not consistent
 
with their additive model.9
 
In addition, the assumption of the additivity of values is widely
 
used in various personnel selection and job evaluation techniques.
 
Some examples are: 
 (1)weighting responses to items on an application
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blank to predict whether or not applicamts will be successful on the
 
job l0 (2)rating proficiency of employees on specific jobs," and
 
(3) evaluating various jobs in a comnany to determine their salary ­
12 
classification. 
Two reports show decision making behavior consistent with the 
hypothesis that decision makers were acting as if to maximize their 
expected utility. In one study in which parents were given problems 
involving behavior of children Brim reported that "both mothers and 
fathers selected among child-rearing alternatives as if they were maxi­
mizing their expected utilities."13  In the other study Marschak reportec 
experimental evjdence that subjects exhibited "rational!' behavior, i.e., 
chose the act with the highest expected utility. He stressed the con­
ditionsconducive to "rational" behavior: "t when and only when 
stress is absent (e.g., memory is not overloaded, ample time is provided, 
etc.) and, above all, when and only when the structure of the problem is 
very simple and is laid bare, by the use of lucid syntax, tabular
 
'14
 
presentation, etc.
 
The Effectiveness Model as a Decision Theory Model
 
One of the points the author set out to investigate was whether
 
a resource allocation problem in a public health agency could be formu­
lated in decision theoretic terms. A standard formulation of a decision
 
15
theory problem is:
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States of the World
 
S . . .s... s ai = the ith act 
a1, sj = the jth state of the 
world 
The states of the world
 
Acts ai uij form a mutually exclusive

and dxhaustive listing of
 
those relevant aspects of
 
the environment about which 
a the decision maker is uncer­
tain,. 
uij= the utility of the eon­
sequence of each pair
 
(a.,)s.)
 
Problem: Given an m by a.array of numbers uij, choode a ro5 (act) 
which is optimal in some sense - or, more generally, rank the rows 
(acts) according to some optimality criterion. 
If an a priori probability distribution over the states of the 
world exists, or is assumed as meaningful by the decision maker, 
then one criterion for the solution of such a problem calls for 
the calculation of the expected utility for each act (1u..p)
 
and calls for the selection of the act with the j j 3
 
maximum expected utility.
 
The model used for the Department's allocation of the CI&A formula
 
grant can be rephrased in standard decision theory terms.16 As pointed
 
out earlier, the Director and others in the Department are uncertain
 
as to the results of the present method, let alone of the alternative
 
methods, of-allocating the CIA funds to services, demonstrations, and
 
administrative overhead. Because the information is not available to
 
describe the consequences which would result from the selection of al­
ternative allocations of the CI&A formula grant, the utilities of such
 
outcomes could not be ascertained, and a model based on the available
 
information had to be used. The model for allocating the CI&A grant
 
considers only the uncertainty of whether or not objectives will be
 
achieved. Seven objectives and two possible states - achieved or not
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achieved - for each objective mean 27 or 128 mutually exclusive and
 
exhaustive outcomes. Here is where the assumption of the additivity
 
of values greatly simplifies the problem. As will be shown only
 
seven outcomes need to be considered instead of 128.
 
In the CI&A problem the decision maker is faced with:
 
A set of acts (alternative allocations): al? . . . a9
 
A set of outcomes: O1, . . ,07
 
Let zJ 1 outcome 0j is achieved
{if 

j otherwis e 
The criterion of the maximization of expected utility leads to the
 
following general formulation of the problem. Conditional probabilities
 
are used because the probability that an outcome will be achieved is
 
not .independent of the act chosen.17
 
Max C U(zl, . . . ,z 7 ) P(zl, .. . ,z a)
a Z " 
Each of the 128 outcomes is a vector (zl, . . . ,z7 ). For example, 
(0,0,,0,0,0,0) is the outcome in which only the third objective is 
achieved. The utility of an outcome is U(lz, . . .,z7) However, by
 
making .use of the additivity of values assumption the utility function
 
may be simplified and writted as follows:
 
U(z , . . .,z 7 ) = z1 u(lO,0,0,0,0,0) + . . . + z7 u(0,1,0,0,0,O,1: 
Substituting the utility function into the general formulation above and
 
simplifying:
 
Max . . [zl u(1,0,0,O,0,0,o) + . . . + z7 u(0,O,,OO,,lj
 
. 7 ,1a 3zI 
Nzl. .,z 7)1a) 
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Max u(l,O,O,O,O,O,O) L . . . zP(zl, .?" " , a) + . 
az1 z71 
+ u(O,O,OcOol) :1 . - z7 P(z I " " "zj a) 
17
 
Wax u(lO,O,O,O,,O) Z[ . 1 a- +. . 
a zi z2 z7 
+ u(O,O,O,O,O,O,i) ' z . . I *z6zojoa)]
 
Max u(1,O,O,O,O,O,O) :z z1 P(zll a) + . . . + u(O,O,O,O,O,O,1) 
az
 
Max u(1,O,O,Q,o,o,o) P(z = i a) + .. + u(OOOOOO,1)
a1
 
P(z7 = II a) 
Now the utility of each outcome and the probability of each act to
 
achieve each outcome are all that are needed to determine the act which
 
mzximizes expected utility. This is the same information required to
 
calculate the expected value of each alternative in the effectiveness
 
model. Thus the use of the term, expected value, in the effectiveness
 
model is justified. The first and second tasks of the experiment de­
scribed in the next section of this chapter are a way to obtain the
 
utilities and the fourth task is a way to obtain the conditional proba­
bilities.
 
The Experiment
 
Modifications and Clarifications
 
A few modifications in the experimental design were made as a
 
result of pretests of the interview procedure. The most important
 
modification was the elimination of the sixth alternative. This
 
alternative was the one that modified the allotment to local health
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departments by introducing two new factors, population over 65 and per
 
capita income, into the allocation formula. Invariably the subjects
 
wanted to know what the effect of the new formula would be on alloca­
tions to specific local health departments. Although two different
 
allotments to local health departments had been prepared by using the
 
new factors with two different sets of weights in the allocation
 
formula, the alternative was not important enough to justify the time
 
required for the subjects to compare and evaluate the consequences of
 
the current allotment to 43 local health departments with two other
 
allotments. More basic, of course, is the point that only these two
 
particular weightings of the new factors in the formula would be judged
 
rather than the overall question of the desirability of changing the 
allocation formula.
 
Chapters 5 and 6 were distributed to the participants in the 
experiment several weeks prior to the interviews so that there would 
be ample time for the author to discuss any questions they might have0 
Some discussion followed. As a result, the language used to describe
 
the objectives was revised several times0 It was essential to the
 
success of the experiment for the participants to have a clear under­
standing of the seven objectives and to agree that these were the objec­
tives that influenced Departmental behavior in the allocation of the
 
CI&PA formula grant. The discussion between the author and the various
 
participants showed that there was a variety of reactions to the
 
objectives. The first reaction of some was to say that the personal
 
health care objective, the first objective listed in Chapter 6, was the
 
only objective and that the other objectives were means to this end. In
 
these cases the author pointed out several examples of behavior that
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would achieve one of the other objectives but not the personal health
 
care objective. With two exceptions noted below agreement was reached
 
that the other objectives could be considered as ends in themselves.
 
Another point raised by Departmental members was that the objectives
 
were not unique to the CI&A program. One person told the author that
 
he agreed that the objectives were correct but that many of them were
 
also objectives of other Departmental programs. This point was cleared
 
up by stating that the objectives were not meant to be unique to the
 
CI&A program.
 
One subject was unable to respond to the tasks in the experiment.
 
He thought it was artificial to separate the objectives because all of
 
the things mentioned in the objectives were needed for a good program.
 
In the fourth task after he read the first alternative and was asked
 
the probability that the selection of the first alternative would
 
achieve the various objectives, he said, "I'm getting a headache trying
 
to think out these possibilities. This is like a crossword puzzle." 
He went on to say, "I don't think of these things in relation to each 
other [the probability that an alternative would achieve an objective] 
and I don't think of them in numerical terms." Referring to the scale 
of probabilities he said, "When you start talking about 90 or 5Q or 75 
I just dontt think that way." 
Methodology
 
Individual interviews in which participants were asked to complete
 
four tasks were held with twelve key Departmental members closely involved
 
with the CI&A program. The members were the Director, the Deputy Director,
 
the Assistant Director; the Chiefs, the Assistant Chiefs. Medical. and
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the Assistant Chiefs, Administrative, of the Divisions of Preventive
 
Medical Services and Community Health Services; the Assistant Chief of
 
the Division of Administration;18 the Chief of the Bureau of Chronic
 
Diseases; and a medical officer in the CI&A unit,19  Each interview
 
lasted between one hour and fifteen minutes and one hour and thirty
 
minutes. The details of the experimental procedure used during the
 
interviews are given in Appendix VI. Summary results of the experiment 
are given in Exhibit T. 
The first two tasks were based on the Churchman-Ackoff approximate 
measure of value method described in the previous section of this chap­
ter. In the first task each subject ranked the seven objectives and
 
made choices among subsets of the set of objectives.
 
In the second task a unique set of values for the objectives was
 
obtained by asking the subjects to rate the objectives on a ratio scale,
 
The verbal choices of the first task and the ratings of the second task
 
were then compared for consistency. Where there were inconsistencies the 
subjects were asked to reconsider and change either their verbal choices 
or their numerical ratings to achieve consistency. 
The third task applied only to members of the Divisions of
 
Preventive Medical Services and Community Health Services. Members of
 
the Division of Preventive Medical Services were asked to rank the
 
objectives in order of importance as they believed the Division of
 
Community Health Services would rank them, and the members of'the
 
Division of Community Health Services were asked to rank the objectives 
as they believed the Division of Preventive Medical Services would rank 
them. 
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The fourth task required the subjects to fill in the-efficiency
 
matrix discussed earlier in this chapter. The efficiency of each
 
alternative to achieve each objective was obtained from each subject.
 
Also, the subjects were asked to read the set of alternatives and to
 
indicate which alternative they thought would be the best way to allo­
cate the 1964-65 CI&A formula grant and which would be the second best
 
way. A period of informal discussion, immediately after the completion
 
of the four tasks, provided the investigator with the subject's reac­
tions to the tasks and with their general reactions to the experiment.
 
Following the experiment the investigator calculated the effective­
ness of each alternative. If the alternative with the highest effective­
ness had not been rated by the subject as his first or second choice
 
of how he thought the 1964-65 CI&A formula grant should be allocated,
 
the subject was re-interviewed and asked to comment on why he had not
 
chosen that alternative.
 
Results and Discussion
 
First Task
 
The first task, the assigning of values to the seven objectives,
 
was the easiest task for the subjects. Nevertheless, there were some
 
problems.
 
One choice among the subsets of objectives caused most of the
 
subjects some difficulty and caused considerable difficulty in two
 
20 
cases. This was the choice between the objective the subjects had
 
ranked as most important and the combination of the second, third,
 
and sixth ranked objectives. In this nart of the exoeriment it was hard
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for the subject to conceive of the value of an objective alone. The
 
tendency was to think of these objectives as a cluster rather than
 
individually. One subject commented that there was "some overlap" in
 
the choice situation. Another said that "choices are never this absolute,
 
not all black or all white." The additivity assumption used in the
 
experiment implies the objectives are independent and the members of
 
the Department are not used to valuing an objective by itself. It was
 
the choice between the first ranked objective and the combination of the
 
second, third and sixth ranked objectives that was hard to make; the
 
choices between other combinations caused no trouble.
 
The two subjects who had the most difficulty with the task both
 
ranked the personal health care (services) objective first and the
 
adding-to-knowledge-by-doing-demonstrations objective second. One of
 
these subjects said it was impossible for him to separate the two objec­
tives because he would never agree to a "service only" program. "If
 
the feds said to me, here is $900,000 for a service program to put VNA
 
[Visiting Nurse Association] type activities everywhere in California but
 
you can't use any of the money for demonstrations, I would reject it."
 
The other subject said that the requirement to choose between his first
 
ranked objective and the combination of his second, third, and sixth
 
ranked objectives forced him to make "an unrealistic choice" because the
 
second objective would always lead to the first. After some discussion
 
with the author about demonstrations funded by the CI&A Contract program
 
this subject said that in his opinion results of demonstrations were
 
always translated into practice.
 
However, as was noted in the section, "The Lack of Basic Informa­
tion about the CI&A Program," in Chapter 6 there is no mechanism through
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which the results of "demonstrations are made available to local health
 
departments and other agencies involved in furnishing services to the
 
chronically ill and aged."
 
Practically all of the subjects ranked the objectives dealing with
 
services, local health departments, and new knowledge from demonstra­
tions in the top three. The objectives dealing with the Public Health
 
Service, the Department of Finance, and the psychological needs of
 
Departmental members tended to be ranked towards the bottom of the order.
 
The general agreement in the rankings of the objectives was borne out by
 
calculating the Spearman rank correlation coefficient for several pairs
 
of rankings. The correlation coefficients ranged from .62 to .93. Such
 
coefficients would occur by chance only between one and ten percent of
 
the time. The limitation imposed by the small number of objectives in
 
the model prevents more precise statements about the correlation coeffi­
cients. The complete rankings of all subjects are given in Exhibit T.
 
Second Task
 
The purpose of the second task was to compare the assignment of
 
numerical values to objectives implicit in the choices of the first
 
task with the ratings of the objectives in the second task in order to
 
get a unique set of values for the objectives. The objective the subjects
 
had ranked highest in the first task was arbitrarily assigned a value of
 
100 on a scale of 0 to 100. The subjects indicated the values of the
 
other six objectives as ratios of the value of 100 previously assigned
 
to their most important objective. For example, an objective considered
 
by a subject to be one-half as important as his top ranked objective
 
would receive a value of 50. The numerical ratings of the second task
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were checked for consistency against the ranking of objectives and the
 
verbal choices among subsets of objectives in the first task. Incon­
sistencies were pointed out and the subjects were asked to reconsider
 
and change either their rankings, their verbal choices, or their 
numerical ratings. Of the eleven subjects who participated in the 
experiment, only one had no inconsistencies between the first and
 
second tasks. Of the remaining ten who had inconsistencies, six changed
 
their numerical ratings only, three changed their verbal choices and
 
numerical ratings, and one changed the rank order of his three lowest
 
ranked objectives and also changed his numerical ratings.
 
All changes in the ratings of objectives on the numerical scale
 
were downward. After this pattern had developed the author asked one
 
of the subjects after the experiment was over why he thought his ratings
 
and those of others were such that a downward adjustment was always 
necessary for consistency. He replied, "The objectives are all good. 
You didn't put any nasty ones in. It's all peaches and cream." 
In general the second task went smoothly. Two subjects had trouble
 
with the additivity assumption. In his verbal choice one subject pre­
ferred the first objective to the combination of the second, third, and
 
sixth. But his ratings on the numerical scale for the combination of the
 
three objectives added up to well over 100. When the inconsistency was
 
pointed out, the subject argued that the average of the three objectives
 
should be considered rather than their sum. The choices of the second
 
subject showed the same inconsistency. Moreover, he had considerable
 
difficulty in recognizing the inconsistency. 
The number of shifts in numerical ratings makes it doubtful whether 
the subjects' original ratings on the ratio scale expressed their actual 
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values of the objectives. Nevertheless, the second task provided a good
 
check on the number assignment implicit in the first task. Faced with
 
a numerical scale and their verbal choices, the subjects had to reconsider
 
if they really preferred one subset of objectives to another. The use of
 
the ratio scale also makes the additivity assumption explicit and per­
mits the subjects to react to it. With the two exceptions already noted
 
the idea of additive values was readily grasped by the subjects and they
 
were able to adjust their values and choices to achieve consistency.
 
The original ratings by all subjects of the objectives and the final
 
ratings after consistency between the first and second tasks was achieved 
are given in Exhibit T. 
Third Task 
The third task required the members of the Division of Preventive 
Medical Services to rank the seven objectives as they thought the 
Division of Community Health Services would rank them and, conversely, 
required the members of the Division of Community Health Services to 
rank the seven objectives as they thought the Division of Preventive 
Medical Services would rank them. This task involves the image held by 
each of these divisions of the other. From conversations throughout 
the Department the author gained the impression that a stereotype existed 
for each division. The Division of Preventive Medical Services was 
thought of as being primarily interested in research and not interested 
in local health departments while the Division of Community Health Ser­
vices was thought of as being primarily interested in local health depart­
ments and not interested in research. 
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The results of the third task show that each of the two divisions 
accepted 	 the stereotype of the other. The opinions of the chief, the 
assistant chief, medical, and the assistant chief, administrative, of
 
each division are combined in the opinion ascribed here to each division
 
as a whole. The two objectives mentioned in the stereotype and the 
abbreviations used for them in the next table are: 
RES 	 To add to knowledge in the field of chronic illness
 
and aging by doing and supporting significant demon­
strations and specific investigations aimed at improving
 
out-of-hospital services for the chronically ill and 
aged.
 
LHD 	 To strengthen and support local health departments
 
by providing funds for new or improved services in
 
chronic disease. This objective includes the mainte­
nance of good relations with the local health depart­
ments.
 
(1) (2) (3) (4) 
Objectives How PMS Said How OHS Did How OHS Said How PMS Did 
CHS Would Rank Rank the PAS Would Rank Rank the 
the Objectives Objectives the Objectives Objectives 
RES (4, 5, 4) (2, 2, 2) (i, 2, i) (2, 2, 2) 
1DU, 1, 1) (1,3, 3) (5,7, 6) (3, 3, 3) 
(One example will explain how the table is to be inter­
preted. The triplet of rankings (4, 5, 4) refers to the
 
rankings given by the top three administrators of the
 
Division of Preventive Medical Services.)
 
PMS stands for the Division of Preventive Medical Services.
 
CHS stands for the Division of Community Health Services.
 
Columns (1) and (3) in the table show that the image each division 
holds of the other bears out the stereotype. Columns (2) and (4) show 
how the divisions did rank the objectives. The actual rankings are 
quite similar for the two divisions. 
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Another table uses the values obtained in the second task to show
 
how the divisions rated the two objectives. Recall that the most impor­
tant objective was arbitrarily assigned a value of 100.
 
Objectives The Numerical Rating 
PMS Gave to the 
Objectives 
The Numerical Rating 
CHS Gave to the 
Objectives 
RES 99 90 95 45 90 45 
LHD 80 80 90 100 85 39
 
The important points brought out by this table are that all the mem­
bers of the Division of Preventive Medical Services rated LED high
 
and, even more surprising, two of the three members of the Division
 
of Community Health Services rated RES higher than LHD. 
Because the Director is identified as the decision maker for the
 
allocation of the CI&A grant a discussion of group decision making
 
and the interpersonal comparison of utilities is not required. In a
 
more extended study of the Department the Churchman-Ackoff method might
 
be a good way to get one segment of the organization to tell about
 
another segment's preferences. In addition to using what an individual
 
says his preferences are, the observation of others could be considered 
also. This point will not be pursued further here but it does raise 
the possibility of using the Churchman-Ackoff method in the study of
 
group decision making. 
To summarize the third task, if all the rankings and ratings are taken 
at face value, and if the difficulty some subjects had in thinktng of 
objectives separately is assumed not to affect the results, the rankings 
of each division's objectives by the other followed the stereotype, bub 
the rankings and ratings the divisions gave themselves did not bear 
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out the stereotype, at least for the CI&A program. It may be that the
 
divisions play out their roles verbally but that there is not as much
 
conflict as their images indicate there should be because the values
 
of the two divisions as they rank themselves are not as far apart as
 
their images of each other.
 
As Schumpeter wrote:
 
So true is it that, in science as elsewhere, we fight for and
 
against not men and things as they are, but for and against the
 
caricatures we make of them.21
 
Fourth Task
 
Although the fourth task was a complex one, the subjects, for the
 
most part, were able to do it successfully. The subjects had to keep
 
several things in mind: the alternatives, the objectives, and a scale
 
of probabilities. First, each was asked to estimate the probability that
 
each alternative would achieve each objective. This required a total
 
of 56 estimates from each subject. Secondly, each was asked to select
 
the alternative which he believed was the best way to allocate the
 
1964-65 CI&A grant. Finally, each was asked to select the second best
 
alternative for allocating the grant. A detailed description of each
 
alternative is given in the section, "The Alternatives," in Chapter 6.
 
The comments made by the subjects during this task showed that they
 
gave thought to the consequences of each alternative in arriving at their
 
estimates of probabilities. Usually the subjects commented briefly
 
before estimating the probability that an alternative would achieve
 
an objective. They made such statements as these:
 
The Department of Finance would think that the State might
 
have to pick up support of State level programs if Federal
 
funds were withdrawn, so they wouldn't like it.
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The big local health departments would like it; the little
 
local health departments wouldn't.
 
I think it is good for the local health departments to do some
 
thinking and planning. It pushes them a little.
 
The Public Health Service would accept it but they wouldn't 
be so happy so it would go down to 65. 
Everyone agreed that the ninth alternative was less likely to 
achieve the objective of strengthening and supporting local health 
departments than the first alternative. The ninth alternative was the 
one that would cut $75,000 from the amount available to local health 
departments while the first alternative would not affect the amount of 
money allotted to local health departments but would cut $75,000 from the 
CI&A Contract program. The agreement on such an "obvious" point supports 
the belief that the subjects were responding to the task and discrimi­
nating among the objectives and alternatives. 
The analysis of the relative probabilities showed much agreement 
among the subjects. Everyone agreed that the seventh alternative 
(changing the allocation mechanism for local health departments to a 
project grant basis) would be less likely to achieve the local health 
department objective than the first alternative (retaining the per capita 
allotment based on submission of an acceptable plan). However, some 
subjects indicated that their answers would have been different if the 
question had been asked in 1961. Those who advocated project grants at 
that time said that a change now would be too disruptive of the CI&A 
programs already established. Thus the seventh alternative wasn't a fea­
sible one for 1964-65. 
All subjects except one agreed that the third alternative (using 
the CT&A Contract program for one or at the most a few large demonstrations) 
225 
would achieve the new knowledge objective better than the first alterna­
tive (using the CI&A Contract program to support many small projecta). 
Everyone agreed that the first alternative was more likely to achieve 
the personal health care and the local health department objectives than
 
to achieve the new knowledge objective. All except one agreed that the 
third alternative would be more likely to achieve the prestige and self­
fulfillment objective than the first alternative. When the one who
 
disagreed was considering this particular probability he said, "An 
individual might like it [one big demonstration] but if he were a real 
public health man he would want the broader base [of many small projects]." 
Therefore, in terms of achieving this objective he gave a higher proba­
bility rating to the first alternative than to the third. 
All except one agreed that the fifth alternative (reducing the
 
reporting requirements of local health departments) would be less likely 
to achieve the personal health care objective than the first alternative
 
(keeping the reporting requirements of local health departments the way
 
they are now). The one who disagreed is a former local health officer.
 
The three members of the Director's Office agreed in practically all
 
cases in their evaluation of which alternative was more likely to achieve
 
a particular objective. There was a little more diversity among the
 
others who participated in the experiment. Among-the latter group there
 
were differences over which alternative was more likely to achieve an
 
objective, but the split was within divisions rather than along division
 
lines. One subject said when he made a choice that ran counter to the 
general belief within his division, "I know this will make me a heretic
 
in this division."t But, as the examples already given show, there was
 
much agreement. Undoubtedly some of this unity came about because of
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the time in the life of the program then the questions were asked. 
After three fiscal years of operation, only incremental changes could be
 
considered for the fourth year. As previously mentioned, those in the
 
Division of Preventive Medical Services whohad advocated project grants 
November9 1961, said
in the discussions about the CI&A program prior to 
that use of project grants now to allocate funds to local health depart­
ments was not feasible. However, they said that if the program were just 
starting their answers would have been different. 
When asked to select their first and second choices among the eight
 
alternatives for allocating the 1964-65 CI&A grant, eight of the twelve
 
subjects picked the first alternative as their first choice. The first
 
alternative is the alternative actually adopted by the Department in the
 
spring of 1964. Four other alternatives each received one first place
 
The second choices were scattered among the alternatives with the
vote. 

The results
third alternative receiving more choices than any other. 

are summarized in this table.
 
No. of 1st No. of 2d 
Place Choices Place Choices 
Alt 1 8 2 
Alt 2 1 2 
Alt 3 1 3 
Alt4 1 0 
Alt 5 1 2 
Alt 7 0 0 
Alt 8 0 1 
Alt 9 0 2 
Analysis Using the Model 
The purpose of the effectiveness model developed in this study is 
to tell the decision maker how he ought to allocate the 1964-65 CI&A 
The criterion for the selection of one alternativeformula prant. 
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from the eight alternatives in the model is the maximization of effec­
tiveness. This criterion is essentially the same as the criterion of
 
the maximization of expected utility. Rational behavior in terms of
 
this study is defined as selecting the alternative wilh the highest
 
effectiveness.
 
Because the Director was identified as the decision maker in
 
Chapter 6, a comparison of his choices of alternatives with the rankings
 
by the model is given first. The Director selected the first alternative
 
as his first choice. This is the choice he actually made for the CI&A
 
program in the spring of 1964. In this experiment he picked the third
 
alternative as his second choice. Calculations using the model showed
 
that the first alternative had the highest effectiveness and the third
 
alternative had the second highest effectiveness. Thus in terms of the
 
model for allocating the CI&A grant the Director was a "rational" decision
 
maker, i.e., his behavior was consistent with the hypothesis that he chose
 
his alternatives as if he were maximizing expected utility.
 
Of the eleven participants who completed the tasks in the experi­
ment, seven selected as their first or second choice the alternative
 
the model ranked first. Of these seven there were four whose first and
 
second choices were also ranked first and second by the model. The
 
complete results are:
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Model Ranking of Model Ranking of 
Subjects Subject's 1st Choice Subject's 2d Choice 
A 2 3 
B 1 2 
o 1 2 
D 1 6 
E 3 1 
F 
G 
N/A
6 
N/A
1 
H 2 3 
I 5 2 
J 1 2 
K 1 2 
L 2 3 
Of the twenty-two first and second choices made by the eleven 
subjects, the model ranked nineteen of them as first, second, or third 
in effectiveness. A test which supports the hypothesis that the sub­
jects chose alternatives as if they were maximizing expected utility is 
to calculate the probability that four of the eleven subjects would have 
made "perfect choices" by chance . A "perfect choice" is one in which 
the subject's first and second choices of alternatives are the same as 
the alternatives ranked first and second in effectiveness by the model,
 
The probability of four perfect choices among the eleven subjects is
 
.0000545.22 
The first and second choices of four subjects (A, H, I, and L)
 
did not include the alternative the model ranked first in effectiveness.
 
During the experiment subject A hesitated between alternative
 
eight and alternative nine for his second choice. "If I were outside
 
the Department I'd pick number eight, but being in the Department I'll
 
pick number nine." Alternative eight was the alternative the model ranked
 
first and alternative nine was the alternative the model ranked third.
 
Subject H was asked to comment on the seventh alternative, the alter­
native the model had ranked first. The seventh alternative would allocate 
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CI&A funds to local health departments by means of project grants. The
 
subject said that this alternative would be all right after CI&A pro­
grams were established in local health departments. However, he did
 
not think this alternative was the way to get a new program started
 
because the assurance of continuing support for local health departments
 
is lacking.
 
The seventh alternative was the alternative the model ranked first
 
for subject I. When this subject was looking over the alternatives at
 
the end of the final task prior to making his selections, he pulled out
 
the seventh alternative as his first choice. Then he rejected it saying
 
that the project grants called for in the seventh alternative were not
 
feasible for 1964-65. However, he added that the seventh alternative
 
was something "we should work for as a goal for two or three years from
 
now."
 
When subject L selected his first and second choices of alternatives
 
at the end of the fourth task he eliminated the fifth alternative because
 
it was "Just a change in reporting requirements." The fifth alternative
 
is the one the model ranked highest for him in effectiveness. When
 
asked to comment on this alternative he said, "I agree with it. We
 
have asked for too many reports [from local health departments].t
 
Subject D was the only subject for whom a correction was made.
 
When this subject was choosing among the alternatives at the end of the
 
fourth task he said his first choice wasn't the one that would best
 
achieve his objectives. He said he couldn't select the one that would
 
because of the "commitments" to local health departments and "traditions"
 
built up in California. The model ranked the third alternative first
 
for him. Later when the subject was asked about the third alternative
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(using the CI&A Contract program to support one or at most a few large
 
demonstrations) he said that, as he had indicated before, he had favored
 
this alternative in 1961 but it was not feasible now. It turned out that
 
he had misunderstood the meaning of the alternative and thought that the
 
third alternative called for using the entire grant for a few large
 
demonstrations. When he realized that it was just the CI&A Contract
 
program that would be changed he said that this alternative would be his
 
first choice. Because the author had -originally obtained the idea for
 
this alternative from an earlier interview with subject D, the subject's
 
first choice was changed to the third alternative.
 
Subject G was asked'about his first choice which was ranked sixth
 
by the model. The subject had had some difficulty with the scale of
 
probabilities during the last task. During the experiment he said with
 
reference to the fourth task, "It's too complex for me." Changing one
 
probability to agree with a pattern he had followed on other alternatives
 
.would have raised the rank of the alternative he selected from sixth to
 
second, but the change was not made.
 
Summary and Conclusions
 
Thrde Basic Questions
 
The field research in the California State Department of Public
 
Health was shaped by the three hypotheses set forth in the first chapter.
 
In this chapter the hypotheses are rephrased as questions. The answers
 
to these questions are all affirmative.
 
1. Can a resource allocation problem in a public health agency by
 
formulated in decision theoretic terms and can a model yielding
 
a normative solution be derived?
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A model for the Department's allocation of the 1964-65 CI&A grant 
has been developed and used. The probabilities and utilities needed for
 
the model were obtained by the systematic processing of information fur­
nished by Departmental members in a series of four tasks. Most of the 
subjects were able to complete the tasks successfully. The results were 
consistent with the hypothesis that the subjects would choose alternative
 
as if they were maximizing expected utility.) In particular, the Director
 
the person identified in Chapter 6 as the decision maker for the alloca­
tion of the CI&A formula grant, selected as his first and second choices
 
the alternatives the model ranked highest and second highest in effective
 
ness.
 
The normative feature of the model is the criterion which says that
 
the decision maker ought to choose that action with the highest effec­
tiveness. Marschak calls such a criterion a norm.
 
We discussed in the first lecture some norms "recommended" to
 
decision makers who face uncertainty. These norms or behavio:
 
postulates are similar to the rules of logic or geometry. It
 
is not asserted that such norms are fully obeyed by all or ev 
a sizable proportion of men or women, in our own or any other
 
civilization, just as logicians and mathematicians do not assert
 
that all or the majority of their countrymen or members of any
other society are immune to errors of logic or arithmetic. It 
is merely recommended that these errors be avoided. Recommended
 
norms and actual habits are not the same thing. 2 3 
Clearly this is an idealized picture [a decision maker using esti­
mates of probabilities of possible events to help select a decision
 
rule, that, on the average, produces good results in terms of his 
goals3, a norm, a piece of logic not of psychology. To prefer
 
efficiency to inefficiency is itself a norm. Is it therefore a 
useless exercise? I don't think so. Psychologists tell'us how 
often, and by what kind of people, certain logical -- or, for that 
matter, arithmetical -- errors are made; this does not make arith­
metic and logic useless. In fact we do try to teach children 
arithmetic. We are concerned when our students lack logic. And
 
I suppose, teachers of Business or of Military Art are rather
 
anxious to inculcate the ability of efficient decision.24 (Italics
 
in original.) 
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Because of the problems of measuring utilities and probabilities and
 
the problems of combining them to achieve a preference ordering of
 
the alternatives, decision theory is in a state of ferment today.
 
With the present state of decision theory it remains to be seen if 
the 	norms of decision theory such as the choice of the action that
 
maximizes expected utility are as useful to executives as the avoidance 
of errors in arithmetic and logic are to people in general.
 
Standard presentations of decision theory models assume a great 
deal of work has already been done.2 5 The alternatives are known, the
 
probabilities of the states of the world are known and the outcomes of
 
all the action-state pairs are known and have been measured in utiles.
 
As chapters 2 through 7 of this study show, the acquisition of this
 
information is a costly and time consuming process. However, the present
 
method of decision making in the CI&A program is also costly. Exhibit
 
L, Exhibit 0, and the chronology of the CI&A program in Chapter 3 show 
just how costly it is.
 
2. 	Can the goals of a decision maker be identified and incorporated
 
in such a model?
 
Objectives for the CI&A program were identified and used in the 
model. The objectives are listed and discussed in Chapter 6. The
 
Director stated that in his opinion the set of objectives used in the 
model covered all the important things that were considered in making
 
decisions to allocate the CI&A formula grant. Because the Director was
 
the decision maker his acceptance of the objectives was essential for 
the study. 
Some other members of the Department expressed reservations over
 
the set of goals. The members agreed that the items mentioned in the 
233 
objectives had significant influence on the CI&A program; but they 
felt (1)that the goals were not independent as assumed in the model,
 
(2)that some of the goals were constraints, and (3)that some of the
 
goals were means to an end.
 
The independence of objectives is the simplest assumption to make
 
about the relationship among objectives. If the interactions among the
 
goals are weak the assumption of independence may not affect the useful­
ness of the model. Although some subjects tended to think of some of the
 
objectives in groups rather than in isolation, the results of the model
 
indicate that the assumption of independence is a reasonable one.
 
The second reservation illustrates the difficulty of selecting a
 
set of objectives that will satisfy twelve persons each with different
 
positions, duties, and responsibilities. As stated previously, one
 
person's goal may be another person's constraint. The different roles
 
the twelve members play in the Department help define the goals that
 
each will emphasize in defining his appropriate behavior and the goals
 
that each will consider as constraints on his behavior.
 
The third reservation, the means-end chain, created problems for 
several participants. One member told the author that he considered the 
objective of strengthening and supporting local health departments as 
a means of achieving the goals of providing services for the chronically 
ill and aged and of acquiring new knowledge of how to better provide these 
services. He continued, "We may lose sight of this in making our deci­
sions," and indicated that the means may become an end. Another said 
that the acquisition of new knowledge was not a goal but a means of 
improving services because new knowledge was always translated into im­
proved services for the chronically ill and aged. As previously stated 
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by the author, this is not always so. Admittedly, it is often difficult
 
to recognize that a means to an end has become an end in itself.
 
3. 	 Can organization theory yield the insights needed to explain the 
behavior of members of the Department and to identify the elements 
of the allocation problem? 
The use of organization theory did yield insights into the behavior 
observed in the Department. Chapters five and six are the answer to
 
this question. In this study identification of the goals that are impor­
tant to specific individuals led to an understanding of organizational
 
behavior. 
Simon has stressed that some goals generate alternatives while others
 
test alternatives.26 A division of a set of goals into those that are
 
used to generate alternatives and those that are used to test alternatives
 
will be made differently by different members of an organization.
 
One 	would expect a diverse group such as the twelve who participated
 
in this experiment to view the same set of goals differently. An exam­
ple of how different divisions of the same set of goals generated dif­
ferent alternatives is provided by the behavior of Departmental members 
when they first faced the problem of allocating the CI&A formula grant
 
in the fall of 1961. Those Departmental members who value research and 
the acquisition of new knowledge highly suggested the use of project 
grants as the method of allocation. Later, in the fall of 1962, when
 
there was an unexpected increase in the amount of CI&A grant, they
 
suggested the CI&A Contract program. The CI&A Contract program is
 
essentially a project grant program with the projects limited to those
 
lasting one year or less. Those Departmental members who value local
 
health departments highly and want to strengthen them suggested a
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distribution of CI&A funds among all local health departments0 Each 
group checked its alternative against the other goals such as providing
 
services for the chronically ill and aged and maintaining good relations 
with the Department of Finance and found its alternative achieved the
 
other goals. Thus the situation arose where two groups facing the same
 
problem and considering the same set of goals (or constraints) arrived
 
at different yet feasible plans for solving the problem because the goals
 
that generated alternatives were different for each group.
 
By 1964 the feasible set of alternatives had shrunk. The commitments 
and expectations created by the allocations of the three intervening fiscal 
years had eliminated alternatives that were feasible in 1961, Much more 
agreement was shown over the allocation of the CI&A formula grant for 
1964-65 because the range of feasible alternatives which could be evoked 
by emphasis on different goals was much narrower than in 1961. In addi­
tion, new federally financed programs, such as programs for vaccination 
of children and services for the mentally retarded, requiring basic 
administrative decisions comparable to those required for the CI&A pro­
gram in 1961, have come along to compete for the limited time of the top 
administrative personnel in the Department. In short, the degree of agree­
ment about the 1964-65 CI&A program shown in the experiment probably 
occurred because the range of feasible alternatives had become quite
 
narrow and because the attention of Departmental members was being diverted
 
to more pressing problems.
 
Limitations of the Study and of the Use of the Model
 
Decision theory can be defined as a guide for breaking down a single,
 
complex decision into many simple decisions which members of an organization
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can make reasonably well by drawing on their past experience. The 
study of assigning electronic equipment to naval ships mentioned earlier 
.justified its decision theory model this way: 
The purpose of the method described here is not to replace the 
system of military command by a mathematical system; it is to 
transform a command decision which because of its enormous com­
plexity must needs be made on a largely haphazard basis into a 
set of less complicated command decisions, each of which can be 
decided intelligently on the basis of the military judgment and
 
experience of the deciding officers,27
 
This reason for the use of decision theory is not applicable
 
i this study because the experimental procedure used, involving the
 
values of objectives and the probabilities that alternatives would 
achieve objectives, was unfamiliar to many Departmental members, Some 
new and different kinds of judgments were required of them. In the naval 
study, on the other hand, the officers were required to make judgments 
about pieces of equipment with which they were thoroughly familiar. 
One subject who performed the tasks without difficulty said to
 
the author with reference to the experimental procedure, "I don't like
 
your game." Another subject who had difficulty with the tasks implied 
in his comments that the decision approach left out the uniqueness
 
of human beings. 
You can't quantify biological processes. There are three billion
 
people in the world and one thing we know is that they are all
 
different. In fact, we keep learning just how different they 
are. I'm not saying we shouldn't try to quantify, but . . . 
Some of the reluctance on the part of public health professionals
 
to use quantitative methods in administration results from their unfa­
miliarity with the methods. The lack of quantitatively oriented courses 
in the educational background of physicians and others in public health
 
has already been noted in Chapter 5. However, some of the reluctance
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is probably due also to a feeling that the quantitative approach doesn't
 
include all the things a public health administrator takes into considera­
tion when he makes decisions. Simon experienced a similar situation in
 
his attempt to build a mathematical model of verbal concepts contained in
 
The Human Group by George Homans.28 Simon related Homans's reaction this
 
way:
 
Professor Homnns has been kind enough to go over the equations
 
. . . with me. He concludes that the mathematical treatment 
does not do violence to the meanings of his verbal statements, 
but that the equations do not capture all of the interrelations
 
he postulates -- that they tell the truth, but not the whole truth.29
 
In general the limitations found by Grayson and Green in their
 
attempts to obtain utility functions in industrial situations were found
 
also in the study of decision making in the Department. The limitations 
on the use of decision theory include the confusion caused by the complexity 
of the experiment, the reluctance of subjects to try to use decision
 
theory methods in solving problems, and the difficulties involved in 
putting decision theory into effect on an operational basis in an organi­
z'ation whose members are not familiar with the concepts of quantitative 
methods in management.
 
The lack of continuity is another limitation of this study. The
 
researcher enters the Department, a period of time passes, he turns in
 
a report, and then he departs. No individual or group with training in
 
operations research is left to continue organizational studies. Two on­
going investigations directly related to the study of the CI&A program 
will be mentioned later, but the direct contact between the researcher 
and top management is lacking in both of them. 
In summary, it is doubtful if the Department will adopt the concepts 
of decision theory to study the allocation of funds in other programs. 
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This way of formulating problems is too far removed from the experience
 
of Departmental members to be convincing to them. In addition, there is
 
no one in the Department to analyze other programs as the CI&A program
 
was analyzed.
 
To understand behavior in an organization a researcher must learn
 
the manager's problems and how he views the world. Chapters 5 and 6
 
show the extent to which the author was able to do this in the California
 
State Department of Public Health. The reverse process, the manager
 
understanding what the researcher is trying to do, is also necessary
 
for a successful study. Some evidence that this occurred in the Depart­
ment is found in the statement to the author by one of the key management
 
personnel at the conclusion of the study. He said, "Too often we decide
 
on the basis of what will get us into the least trouble. Now maybe we
 
can think more objectively about decision making." Certainly much
 
more research needs to be done to bridge the gap between the scientist
 
and the manager, between the abstract models of rational decision making
 
and decision making behavior of managers bf complex organizations. 30
 
The best that can be expected from the study of the CI&A program
 
is that more consideration will be given by the Department to the
 
quantitative approach to management. As noted in the following sections,
 
there is some evidence that this may occur.
 
Benefits of the Study to the Denartment
 
The main benefit to the Department from this study was the demon­
stration that some of its management problems could be analyzed in a
 
systematic way through the use of operations research and organization
 
theory.] Early skepticism had been voiced in the Department that a study
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of values in public health decisions was possible. At the time the study
 
was proposed one division chief remarked to the author, "There is such
 
utter confusion with respect to aims in public health that no study
 
like this can possibly succeed." At the conclusion of the study the same
 
division chief said that the study reinforced his belief that program
 
evaluation should be done and that the study demonstrated that decisions
 
can be looked at objectively. The Director said that the study showed
 
that one "can look at decisions objectively and evaluate." He continued 
that the study had "given us a broadened scope of decision making . .. 
Now we can think more objectively about decision making." 
The study pointed out some gaps in the Department's CI&A program. 
At present the Department lacks the information to judge whether more 
effective use could be made of the CI&A grant by changes in its allo­
cation. The Department also lacks the information to enable it to fulfill 
its leadership role of assisting local health departments and others 
regarding better ways to run their present CI&A programs. 
This study of the CI&A program helped generate support for two 
studies now under way which will fill in some of the gaps in the CI&A 
program and give the Departmental management a better knowledge of the
 
efficiencies used in the model. These are studies of home care nursing 
and disease detection programs. Chapter 6 showed that these are the two 
most popular chronic disease service programs in local health departments, 
accounting for 35 of the 62 CI&A programs in 1963-64. 
After a broad study of the kind described in this paper, detailed
 
studies are needed to convince Departmental members that the quantitative
 
approach can help them in solving specific problems. At present a
 
study of disease detection programs is being conducted by a graduate
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student in operations research and economics at the University of
 
California. A continuing relationship between the Department and the
 
University in these areas would seem highly desirable. There is a need
 
in the Department for persons with training in economics and operations
 
research to complement the medical and statistical skills already
 
available.
 
Directions for Further Work and Research
 
The need for program evaluation has been stressed in this study. 
Exhibit L shows a flow chart of the present, complex administrative 
mechanism of the Department's CI&A program. The cost of maintaining 
this communication network is not known but a part of the cost can be 
identified. The category, "State Level Support," in Exhibit 0 shows that 
$243,942 has been spent by the Department for administrative overhead and 
program development costs of the CI&A program since the program's incep­
tion in late 1961. Of course, the total cost of maintaining the communi­
cation network is much more than this. Exhibit M shows a possible "minimum" 
arrangement for allocating the CI&A grant. When these two charts are com­
pared the question arises whether the additional benefits obtained from 
the use of the administrative mechanism of Exhibit L as compared to the 
"minimum" mechanism in Exhibit M is equal to of greater than the addi­
tional costs of maintaining the present system. The answer is that no 
one knows. This is not to say that the Department's CI&A program is not
 
effective; it is just that no one knows how effective it is. As Exhibit
 
L shows there is no lack in the quantity of communications, bat there are
 
deficiencies in the quality of what is communicated. As mentioned in the
 
section in Chapter 5, "Organizational Learning," the feedback from the 
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local health departments to the State Department does not contain the
 
information needed to evaluate the CI&A programs. The State Department
 
has never spelled out to the local health officers what service statis­
tics and other data are needed to evaluate CI&A programs. A step to
 
remedy this situation is the current study of home care nursing program
 
In this study the information that should be collected by local health
 
officers is specified. This information along with information availab] 
in the Department should be sufficient to evaluate the programs. 
The above statements should not be interpreted to mean that more 
information would result in better decisions. Certainly different 
information is needed but not more. If simple, standardized service 
statistics of CI&A programs are substituted for the present hit-or-miss 
narrative reports from local health departments, the local health depart
 
ments may well collect less information than they do now. Simple,
 
standardized service statistics are also needed from the recipients of
 
grants from the CI&A Contract program.
 
Two events beyond the control of the Department may force program
 
evaluation within the Department. First, the State Legislature has
 
placed a dollar ceiling on the amount of research that may be undertaker
 
by the Department. The Department is at the ceiling now. Unless the
 
ceiling can be raised, new research projects can be taken on only by
 
dropping some current projects. Secondly, the Governor's Office has
 
begun to stress program and performance budgeting. It has told the 
departments of the State government to begin to think in these terms and 
to make plans for future conversion to this new kind of budgeting. 
Overall studies of programs like this one for the CI&A program and 
specific studies within the overall framework like the .ones in disease
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detection and home care nursing can be made for other Departmental
 
programs. Such studies would be particularly useful in programs where
 
allocated funds are used primarily for services, i.e., the crippled
 
children services program, the farm workers health services program and
 
the maternal and child health services program.
 
In the section in Chapter 6, "Competition and Fragmentation in the
 
Provision of Public Health Services," some of the other departments
 
of State government that administer health programs were mentioned.
 
As was pointed out, expenditures for the Medical Assistance for the
 
Aged program, administered by the Department of Social Welfare, are
 
estimated at almost $100,000,000 for 1964-65. This sum is greater than
 
the entire 1964-65 budget of the Department of Public Health. Some
 
studies in the health field at a higher level of State government such
 
as the Health and Welfare Agency would seem to be desirable. (The
 
Health and Welfare Agency includes the Departments of Public Health,
 
Social Welfare, Mental Hygiene, and Rehabilitation.) An exploratory study
 
at this level of State government would give a comprehensive picture of
 
the State's programs in the health field and would show what gaps or
 
duplications, if any, exist.
 
This study of decision making and resource allocation in a public
 
health agency was a new experience for the author and for the California
 
State Department of Public Health. The effects of the study on the
 
Department are difficult to measure. Any prediction about the future of
 
operations research in the Department would be merely a guess. To a
 
large extent the Department's use of quantitative analysis in management
 
decision making wll depend upon the rate with which the field of public
 
health will adopt new goals and new administrative techniques. It is
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obvious that some persons in public health are reluctant to change whereas
 
others seek change. Two divergent opinions were evident in this study.
 
One member of the Department told the author that the problems of the
 
CI&A program "are a symptom of a convulsion in public health. Public
 
health must change or die." In contrast to this another said, "Some
 
people in public health are too impatient. In public health progress
 
isn't measured in weeks or months or even years, it is measured in
 
decades." Progress in the use of operations research in public health
 
administration will depend on which of these views will prevail.
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DIRECTOR O PUBLIC HEALTH ------ STATE BOARD OF PUBLIC HEALTH 
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Exhibit G Agenda of October, 1963, CCLHO Meeting 
Introductions
 
Director's Hour - State Director of Public Health 
Opening of Business Session
 
Report on Results of Mail Vote
 
Report of Committee on Health Services and Medical Care ­
1. Progress Report 
2. Amendment to Standards and Recommendations relative to full-time 
nutritionist
 
Shall Recommendation No. 12 be amended as showm below?
 
Recommendation 12. It is recommended that a qualified per­
son trained in the field of nutrition be available to every
 
local health department, and that every health departmdnt
 
serving 500O0O or more people employ at least one such per­
son on a full-time basis. 
3. "Guide for Services in Nutrition"
 
Shall the proposed guide outlined in Attachment 1 be endorsed 
by the Conference?
 
4. Occupational Heaith and Nursing
 
Shall the Conference approve the Report of the Committee of
 
Directors of Nursing as stated in Attachment 2?
 
Report of Committee on Communicable Disease and Laboratories ­
5. Progress Report 
6. Implementation of Vaccination Assistance Act
 
7. Usefulness and continuation of the List of Lost Tuberculosis Cases
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Shall the list of lost tuberculosis cases continue To De
 
published? 
8. Policies and Standards for Tuberculosis Control in California
 
Shall the Conferenbe approve the recommended statement as
 
shown in Attachment 3?
 
9. Procedure for Improving the Reporting of Communicable Diseases 
Shall the Conference endorse the statement contained in
 
Attachment 4? 
Report of Committee on Environmental Health ­
10. Progress Report 
11. Insecticide Dispensers in Food Serving Establishments 
Shall the Conference endorse the amended State policy as
 
stated in Attachment 5?
 
12. Self-Inspection Form for Fairs, Circuses and Carnivals
 
Shall the Conference approve the proposed revised Self-

Inspection Form as shom in Attachment 6, to be incorporated
 
into the "Sanitation Guide for Fairs, Circuses and Carnivals"?
 
Report of Committee on Administrative Practice ­
13. Progress Report
 
14. Special Public Health Funds and Accounts
 
Shall the Conference approve the proposed amendment to
 
Title 17, Section 1327, California Administrative Code, as
 
shown in Attachment 7?
 
15. Inclusion of Family Planning Services in Recommendations
 
Shall the Conference approve the addition of Recommendation
 
19 to the Recommendations pertaining to Basic Services, as
 
shown in Attachment 8?
 
16. Allocation of MCH and CI&A Funds
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Shall the Conference endorse the proposal of the State 
Health Department that allocation of MCH and CI&A funds be 
administered through the mechanism of reimbursable contracts 
here this is possible and agreeable to the local health 
department and the State?
 
17. Inventorying Health Center Space
 
Shall the Conference approve the proposed new method for
 
inventorying health center space as described in Attach­
ment 9?
 
18. Rural Health Committee
 
Shallthe Conference approve the formation of a Rural
 
Health Committee, as a standing committee of the Conference, 
composed of the health officers of the contract counties
 
plus representative health officers from full-time health
 
departments?
 
19. Informational Reports - Discussion
 
20. Items from the Floor
 
21. Report of Resolutions Committee
 
22. Report of Nominating Committee
 
23. President's Closing Remarks and Introduction of New President
 
Beibit Ho~aioto Chart of State Covorsn - Bfoe Couin Departt into Agena.. 
OVSMOR 
PUBLICWORKS PUBLICSAFET -CORECItaOS HAMMRARESOURCES 
Deaten7a eprmn 
ILATIOX, LICENSINGANDT=TDSI HEALTH,BELE MDWSECURETY 
t-n ExniDit I. Organization Chart of State Government - After Grouping Departments into Agencies 
C') 
Governor
 
Health and Youth and Adult 	 RsucsHighwy

Welfare Corrections Administrator Transportation 
Administrator Administrator Administrator 
D 	 Department of
Department of1 1Department of 	 Ilepartment of 
Mental Hygiene Corrections 	 Agriculture Public Works 
I III
 
I I __ __ __ _
 
Department of 	 Department of Department ofPublic Health 	 the Youth Conservation Calif ora 
Authority Highway Patrol 
I 	 __ __ __ _i 
Department of Department of 'Department of 
Social Welfare Water Resources Motor Vehicles 
Department of 
Rehabilitation 
Revenue and jBusiness and 	 Pbi aeypoeManagement 	 Commerce Administrator Administrator 
I I
 
I , I___ _ I __ _ I __ _ .__ 

1Public Utilities 1fDpartment ofDprmetoDepa ent of 
- Commission Veterans Affairs 	 Employment 
II 	 N I- I 
* Not a. complete listing. 
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Exhibit J Black Boxes of the State Department of Public Health
 
(1951-529 1952-53, 1961-62, 1962-63)
 
Definition of Terms Used in the Black Boxes:
 
State Level Onerations refers to the operations carried out by the
 
Department. Salaries and expenses of Departmental employees are in
 
this category. Some funds classified here reach the local level through
 
Department contracts with hospitals, universities, voluntary agencies,
 
and local health departments, For example, the CI&A Contract program
 
is included in this category.
 
Assistance to Local Agencies consists of funds earmarked for the fol­
lowing categories,
 
Assistance to Counties for Care of Crippled Children
 
Assistance to Counties for Tuberculosis Sanatoria
 
Assistance to Counties Without Local Health Departments
 
Assistance to Local Health Departments
 
Assistance to Local Agencies for Gnat Control
 
Assistance to Local Agencies for Mosquito Control
 
Assistance to Local Agencies for the Treatment of Physically
 
Handicapped Children
 
Assistance to Local and Non-profit Agencies for Hospital Constructiox
 
Special Projects Activities consists primarily of grants from the National
 
Institutes of Health and the Bureau of State Services of the Public
 
Health Service for specific research projects.
 
Reimbursements are activities carried out by the Department for other
 
agencies of the State government for ,,hich the Department is reimbursed
 
by these agencies.
 
256
 
STATE DEPARTYXNT OF PUBLIC HEALTH 
1951-52 ACTUAL
 
State Funds 16,120 
Federal Funds 5,828 
Chronically Ill ---
and Aged 
General Health 61o 
Cancer Control 188 
Heart Disease Control 70
 
Maternal and Child 451
 
Health
 
Crinpled Children 263
 
Tuberculosis Control 303 

Venereal Disease 142
 
Control 

Radiological Health
 
Neurological and --
Sensory Disease 
Hospital Construe- 3,719
 
tion under Hill
 
Burton Act
 
Medical Facilities
 
Construction under
 
Wolverton Act
 
Retirement Fund 81
 
Contributions
 
Special Projects 186 

Activities 

Reimbursements 201 

Capital Outlay 1,022 

(ooo)
 
State Level Onerations* 5,381
 
State Funds 3,952
 
Federal Funds 1,429
 
Assistance to 16,568

Local Agencies
 
STATE
 State Funds 12,168
 
DEPARTINT Federal Funds 4,399
 
OF
 
PUBLIC
 
HEALTH
 
Total Flow:
 
23,357 Special Projects 16
 
Activities
 
Reimbursements 201
 
Capital Outlay 1,022
 
*For consistency with allocation procedures of subsequent years, approximately

$55,000 in this category was reclassified as Special Projects Activities.
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STATE DEPARTMENT OF PUBLIC HEALTH 
1952-53 ACTUAL 
(000) 
State Funds 15,891 State Level Operations 5,925
 
Federal Funds 3,970 State Funds 4,422
 
Chronically Ill - Federal Funds 1,503 
and Aged 
General Health 670 Assistance to 13,936
 
Local Agencies
 
Cancer Control 185 STATE
 
State Funds 11,469

Heart Disease Control 72
 
DEPARTMENT Federal Funds 2,467
 
Maternal and Child 482
 
Health
 
OF
 
Crippled Children 395
 
Tuberculosis Control 289 PUBLIC
 
Venereal Disease 139
 
Control HEALTH
 
Radiological Health ---
Neurological and ---

Sensory Disease
 
Hospital Construe-'1,736
 
tion under Hill
 
-Burton Act
 
Medical Facilities ---

Construction under
 
Wolverton Act
 
Total Flow:
 
Special Projects 182 20,679 Special Projects 182
 
Activities Activities
 
Reimbursements 198 Reimbursements 198
 
Capital Outlay 438 Capital Outlay 438
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STATE DEPARTMENT OF PUBLIC HEALTH
 
1961-62 ACTUAL 
(000)
 
State Funds 31,819 State Level Onerations 11,417 
Federal Funds 11,307 State Funds 9,090 
Chronically Ill 356 Federal Funds 2,327 
and Aged 
General Health 963 Assistance to 31,710
 
Local Agencies
 
Cancer Control 239 STATE
 
State Funds 22,729
274
 
Heart Disease 

Control DEPARTMENT Federal Funds 8,980
 
Maternal and Child 1,209
 
Health OF
 
CriDoled Children 944
 
PUBLIC
 
Tuberculosis Control 252
 
Venereal Disease --- HEALTH
 
Control
 
Radiological Health ---

Neurological and ---

Sensory Disease
 
Hospital Construc- 6,567
 
tion under Hill
 
Burton Act
 
Medical Facilities 502
 
Construction under
 
Wolverton Act
 
Total Flow:
 
Special Projects 1,217 44,84 Special Projects 1,217
 
Activities Activities
 
Reimbursements 436 Reimbursements 436
 
Capital Outlay 64' Capital Outlay 64
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STATE DEPARTMENT OF PUBLIC HEALTH 
1962-63 ACTUAL 
(000) 
State Funds 40,480 State Level Onerations 13,038
 
Federal Funds 17,011 State Funds 10,208
 
Chronically Ill 912 Federal Funds 2,830 
and Aged 
General Health 989 Assistance to 44,454
 
Local Agencies
 
Cancer Control 244 STATE
 
State Funds 30,273
 
398
 
Heart Disease 

Control DEPARTMENT Federal Funds 14,181
 
Maternal and Child 1,207
 
Health OF
 
CrinDled Children 880
 
PUBLIC
 
Tuberculosis Control 234
 
Venereal Disease HEALTH
 
Control 
Radiological Health 113 
Neurological and 24
 
Sensory Disease
 
Hospital Construc- 8,044
 
tion under Hill
 
Burton Act
 
Medical Facilities 3,969
 
Construction under
 
Wolverton Act
 
Total Flow:
 
Special Projects 2,010 60,008 Special Projects 2,010

Activities Activities
 
Reimbursements 500 Reimbursements 500
 
Capital Outlay 6 Canital Outlaw 6 
26o
 
Exhibit K Total Dollar Flows of Department Corrected for Price
 
Change and Population Increase
 
1951-52 1952-53 1961-62 1962-63 
Total Flow 23,357,000 209679,000 44,844,000 60,008,000 
Total in 
1951-52 Dollars 23,357,000 19,512,000 30,3289000 39,005,000 
Per Capita 
1951-52 Dollars $2.10 $1.68 $1.84 $2.29 
Index 117 124 173 180
 
Population 11,130,000 11,638,000 16,453,000 17,044,000
 
Source on price index information:
 
1951-52, 1952-53: State of California Budget for the Fiscal Year July
 
1958. to June 30. 1959. Submitted to the California Legislature. 1958 Budget

Session (California State Printing Office, October, 1957), p. A-0, A dis­
cussion of the derivation of the-index is given on pages A-39 and A-40.
 
1961-62, 1962-63: Telephone call to Department of Finance, State of
 
California, on January 17, 1964.
 
Source on Population Figures:
 
Attachment to Memorandum to All State Agencies from the Director of
 
the Department of Finance dated August 7, 1963, The attachment is headed
 
"Table 1, Estimated Population of California, 1950 to 1965."
 
The figures are estimated as of July 1. The population figure of
 
11,130,00 for 1951-52 is the population estimated for July 1, 1951. The
 
same is true for other fiscal years.
 
In 1963-64 - $937,000)
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A CROSS SECTEIJAL VIEW 
State and local go erent 
CONGRsE-oficials, volutary agencies,

00.ORE andarhe.publicoganizations
1 
express their views on health CGfMlTte
ADVISORY 
lc . imlei'.laon.Held annual Meetings. 
Testiony on health legislation AL Discontinued January, 1964 
to oppropriatec ittee. Con-. Executive.euerahmp: Ottee 
gress enat legislation. The State Public Health De- of COLRO(4) and outside 
SO........ t.....os emers (3).I I onhealth legislation, 
State submits a plan Prosnt o. re ad 
for use of the Ca supplemetal CIA graIt 
Federal formula grant. Regulatiens and gidelinos
onase of the grant. 
Hearingsoccur because of
 
mitt:..ipofnh dvPusoi eal-th
 
STATEBEIR CTOR'SOFFICEMcsberehipo advisory co- Ser ve and throu gthe ca ce-nin, of the Association of Director 
m e Prepares the budget the Governortss.s.Public Health Stateend Territorial Health Deputy Director 
Servtion. Ofi ers. oia eat Assiutat Director 
Approval to seepe Federal funds such 
as the CIAA fom la grant oust be ob­
tainedfromthe Department of Finance. 
Correspondence betweenlocal Because the State oveatches the Fed-
Copes of pplictions for health officersand theDirector. DIVISION CHIES' MBETIVGS eral fomala grants, the Deperndent of 
Co ni Health Service h op.ent looks etlh at thereo 
Project grants are ento tepn plan. to .,a she CISA east.
 
the Department for comments ADOHSTIVS STAFF MEETINGS 
by thePublicHealthService. One meeting per month. 
Routing is through theRegion- (The divisien chiefs, DIVIShI OF ADMISTIkTION 
e1Office, the bureau chiefs,a, i 
otherkey personnerl O Assistant Chief 
ADNO C MEETINGS 
Meetings occur when 
spec.l problems else.
 
Block A Block B Block Z. 
DIVISIONOFPREVENTIVEEDICALSERVICES(PS) BEStEEN DTVISON OF ComIOT£1Y HEALTH SERVICES(CHS)INTERACTIONS PS AND GAS 
Office of the Chief Office of the Chief 
(_, Chief e are held to discuss allocation of theCIM Federalformula grane. ( Chief
 
Assistant Chief, Medical The budget the President submits to Congress naybe changed by action by the Assistant Chief, Medical
 
Assistant Chief, Administrative Senate or Houseof Representatives. Finalaction by the Congress may be Assistant Chief,Administrative
 
changedby the Bureauof the Budget. The Public Health Service in setting
 
guidelines cay influence the Department'. use of the grant. The naunt1 of
 
ueeauof Clriene a.eass the grant the Department -ere-all receives is n lnes, unteil senera -ah Regional Coordinators (3) and their
 (05 Chte t after the start of the fiscal year. The amountof the supplemental grant reeionalron.sltingtea-s
 
A~sist.nR Chief, Administrative is not known untilseveral.onthe after this. Thue these Meetings continue A team cosists of a public health
 
throughoutheyear. nrse, health educator, a .ani­
tarian, a public health social waorkke, 
unitAnnual plans for the use of the GINAallotmentsubmittedby localhealth and a laboratoryconsultant.There 
Chief officers are circulatedforconents. Meeings areholdto approve or disapprove is on, psblic health atatisticia for 
L0) Radical Officer (2) these plans. the entire State.
 
Public HealthNurse (2 - each ! timne)

Research Terhnician Meetingsare held to design forms and reporting procedures for local health
 
Stuee-clerk (2) departments to use in furnlahin information to the Department. Bureau of HealthEducation
 
Meetings are held to plan site visits to OISA programs in local health (0) 
Bureauof Hosltals departments. oetings are held to resolve problems that arise in CISA Bureau of Nursn
 
(The Nursing HomeContract program programs in particular local health departments. There are a very large
 
has been merged into ouer of telephone and face-tn-face Meetings on edmnistra- (0O
theCIM Contract conversations 
program.) tin problems that arise during the courseof a year. osureau of Public Iealth Social Work 
Applications for grants undertheC&A Contractprogramare circulatedforeom-

Medical CareStudiesUnit Mats and recosmndations. Divisionof Research personnel also comeqn on these
 
Partiallysupported by CISK funds, applications.Meetingsare held to approveor disapprovetheseapplications.
 
Applications fer grants under the Comanity, Health Services Project Grant 
program received iron the Regional office of the Public Health Service 
are circulated for ceents. A moamary of the c~ents is returned to 
Local health officrs an tha Ftasienal Osfisa. CHS ges .. . e.a. a..I. tlten ahtch fuelud. 
I of the CIA program to 
public agencie serve on overall progrfa of a local health deparament 
advisory comittee-
Approxnfately 70 sicmhers of theDepartment
Contact arise fr inIdin representativcs fro all Divisions 
the operation of the and Bureaus on this chart attend the CCUSOmeetings. 
CISAContractprugr. The e itteesofthe CCUIO meet In the Depart- Consultationon the,specificdiscipline 
representatives of other the relationship the 
renta eati. effe building while she CM.O .e.r, of the Bureau is given when that discipline 
in a different sityeach time. is part of a CI&A program Typically. 
the nurse, health educator, orsocial 
Vrker doing the consulting t"assigned 
HOSPITALS,VOLWSARYACENIES, UIVERSITIES, to a progrm unitwithin theDivision of 
ANDOtHER PUBLICANDION-PROFIT AGENSCt.. Prevenrve edical Services. 
CALIFORNIACONFERENCE OFFICERSOFLCAL HALTH 
Mers tviceeA-yar. 
Cmitrree on Administrative of the CCLH
Practices 

Meets twice year. a mont, or two prior to Lhao
Annual plans of local health CCLsO .eetin. Twelve local health officers
 
departments for the use of the
 
CEMAllotmentand the querterly make an the teemirree Me other hr. 
 -ree. 
and amnal reportson theuse of of the CCLUO do net handle CIZAmatters
 
the allotmentare submitted to PUS.
 
Applteactona for grantsunder the
 
CISA Contract program ay be madeby lo­
cab seal hndepartment.
 
I I (o ecst csu. r.uc-n verbal 
SHEgien specialized censu silon or written, within a group. In 
to Local health depttmints on thecaseOf tile Divisionsnd 
CllA programs. Bureaus,he Sy bol also stands 
1 I L O A L RA U T H I -A~a [ a l . h e d a lel a f f not re 
y 

Irnsi e-rItrh soetimes I C There are 45 full-time aeerings.officers Usuallyses aspectof 
uaedler CItA lltent to 'O1ocal health departmests. the CISAprogram is on the a. do. 
contract with ,that local agenes 
to provide services.
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Exhibit M "NINIMU1" CONNUNIATIONS flETTORK - CI&A PROGRAM 
(Assuming entire grant is allocated to local health departments) 
'Consolidation of local
 
health department reports
 
to Regional Office, Pub­
lic Healtif'Service.

f 
Statement that local 
DIVISION OF PR7.TrNTIV DIVISION OF health departments have 
MDICAL SERVICES ADMINISTRATION -- carried on chronic dis-Eease program and eligi-
Brief annual report to Allotment to 
satisfy the accountabil- local health 

ity requirements of the departments. 

Public Health Service. 

LtOCAL HEALTH DEPARTMENTS ­
lIVISIOT OF COUITY 
H-ALTH SERVICES 
Brief annual report
 
on use of CI&A funds
 
similar to reports 
made for State sub­
vention funds. 
Exhibit N. Organisation CharMme a Woal Health Dpartment 
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Exhibit 0 Input-Output Table for CI&A Federal Formula Grants to California 
1961-6 TOTALS 
(Est.) 
Output (Input: 356,300) (Input: 911,390) (Input: 937,000) (Input: 2,204.690) 
Allocated to Local Health Departments 280,052 584,736 590,000 1,454,788 
(Services at Local Level) 
State Level Support (Administrative Overhead) 26,248 105,694 112,000 943,942 
Bureau of Chronic Diseases 7,647 45,697 65,000 118;344 
Bureau of Hospitals 18,000 18,000 18,000 54,000 
Division of Community Health SerVices 601 12,655 10,000 23;256 
Division of Administration 0 24,150 12,000 36;150 
Division of LaboratQries 0 0 6,000 6;000 
Bureau of Health Education 0 0 1,000 1;O00 
Retirement, Health, and Welfare 0 5,192 (included in 5,192 
above figures) 
Studies, Experiments, and Demonstrations "50,000 220,960 235,000 505,960 
CI&A Contract Program 0 170,960 135'000 .305;960 
Nursing Home Contract Program 50,000 50,000 590000 150;000 
Medical Care Studies Unit 0 0 501,00 50,000 
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Exhibit P 	 Special Programs for the Support of Selected Local 
Health Activities 
Public Health Service Research Grants
 
Local Special Projects Program
 
Community Health Services Project Grants
 
Chronic Illness and Aging Program
 
Maternal and Child Health Program
 
Community Cancer Demonstration Project Grants
 
Cancer Epidemiology and Control Funds
 
Heart Disease Control and Epidemiology Funds
 
Neurological and Sensory Disease Service Project Grants
 
Special Projects for Health of Seasonal Agricultural and Migratory
 
Workers and their Families
 
Tuberculosis Control Project Grants
 
Venereal Disease Assistance Grants
 
Vaccination Assistance Project Grants
 
Demonstration Project Grants in Water Supply and Pollution Control
 
Chronic Illness and Aging Contract Funds 
Mental Health 	Project Grants
 
Community Service Projects for Older Persons
 
Social Security Cooperative Research and Demonstration Grant Program
 
Funding of Cancer Society Service Demonstration Projects
 
Other Means of Federal Support for Local Operations
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Exhibit Q 
SAMPLES OF TYPES OF OUT-QFHOSPITAL ELIGIBLE ACTIVITIES 
UNDER THE
 
COMMUNITY HEALTH SERVICES'AND FACILITIES ACT OF 196,1
 
Extension. improvement, and development of suchlactivities as the following could qual­
ify for State matching-funds,
 
NURSING CARE OF THE SICK AT HOME: To extend health department nursing services to include care of the 
sick at home; Expand nursing service programs in official and non-official agencies currently providing 
care of the sick at home; Establish additional nursing services providing care of the sick at home to 
pioneer more comprehensive health services to people; Establish or expand nursing services providing care 
* 
cf the sick at home through use of licensed ractlcal nurses; Establish recruitment and short-term train­
for care of the sick at home; Incorporate restorative ser­ing programs for orienting nurses to programs 

vices activities inte programs for care of. the sick at home.
 
DOMEAKERS SERVICES: To expand current housekeeper home services to include personal care services of 
homemaker programs; Establish new homemaker programs in official or nonofficral agencies to provide any 
or all of such activities as shopping, preparing and serving meals, cleaning, light laundry work, mending, 
,caring for children, acting as parental substitute, and assisting the ill and handicapped in carrying out 
Establish short-term training and recruitment programs for homemakers.activities of daily living; 
services of local health departments and other official or non-COORDINATED OMECARE: To expand the 
official health agencies to include coordinated home care; Expand existing coordinated home care pro-
Develop current
 grams to include a more comprehensive range of services to meet the total patient needs; 

programs; Encourage existing coordinatedlimited home care services programs into coordinated home care 
home care programs to broaden their services to meet the needs of more of the community; Establish bedside nursing, dental, nutritional, socia.elemental pilot health and related service programs such as: 
food service and other health and relatedservices preliminary to merging into effective coordinated home 
of the sick at home. care programs; Incorporate restorative services activities in the programs for care 
expand services for centralization of coasunity-wideINFORMATION AND REFERRAL SERVICES: To establish or Provide coordinated social,
information on facilities and services for persons with long-term illness; 

medical and health related evaluation, professional counseling and placement services to insure compre-

Develop, publish and distribute guide materials for use by th& community in establishing
hensive care; 

information and referral service programs.
 
to physi-PERIODIC HEALTH APPRAISAL: To establish continuing screening clinics to serve as an adjunct 
these clinics to make maximum use of technicians,
-cal examinations and health counseling by physicians 
in order to reduce cost and make comprehensive periodic health appraisals available to more persons.
 
nutrition, nursing, engineering, bus-NURSING HOMES: To expand consultation services in such areas as: 

iness management, medical records, etc. (through employing consultants at State and local levels); 
Develop training materials such as films, filmstrips, slides, guides and handbooks relating to specific
 
Menu, How to Establish a Record System, How to Use Volunteers, and
subjects such as:" How to Prepare a 

Provide direct patient care service to patients innursing homes by increasing
numerous other areas; 

personnel of local,health department staffs - physical therapists. nutritionists and nurses of a local
 
Collect vital statistics on nursing homes
health department staff giving service to a number of homes; 

and their patients on a regular annual basis and make these statistics available to various interested
 
regular educational program for nursing home administrators and their
persons; Develop and maintain a 

staff personnel - including university extension courses and correspondence courses on such things as: 
nuising care, food service management, administration, building care and management, etc; Develop and 
maintain a regular cost reporting system for-nursing homes and related facilities to yield valuable-

information on a regular basis; Develop and-maintain a model nursing home that could be used for re­
search and for training of personnel; Expand public health laboratory facilities to perform certain
 
routine diagnostic services for nursing home patients - diabetes screening tests, etc. 
To stimulate and assist education and training of professional and non-
EDUCATION AND TRAINING: 

- accomplished through
professional personnel concerned with the services for the long-term ill or aged 

formal courses in educational institutions at the undergraduate or graduate level, seminars or insti­
tutes or short courses in educational institutions, or in-service training in service agencies and
 
institutions, Develop educational and guide materials for community use in developing new programs.
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Exhibit T Summary of Experimental.Results 
o0 
cvl 
SUBJECTS 
Rank 
Order 
Director's Office 
A B _ 
Division of PMS 
D E F 
Division of CHS 
G 
Other 
K L 
FIRST 
TASK 
I 
2 
3 
4 
5 
6 
7 
MED 
RES 
LHD 
CMA 
FIN 
PHS 
PSY 
MED MED 
LHD LHD 
RES-RES 
CMA CMA 
PHS FIN 
FIN PSY 
PSY PHS 
MED 
RES 
LED 
PHS* 
FIN 
CMA 
PST 
MED 
E 
CMA, 
LHD 
PSH-
FIN 
PSY-
NED 
RES 
LHD 
PHS 
PSY 
bMA 
FIN 
MED 
RES 
tHD 
CMA* 
FIN-
PHS 
PSY 
LHD 
RES 
NED 
C0A 
FIN 
PSY 
PHS 
MED 
RES 
LHD 
CMA 
FIN 
PHS 
PSY 
MED 
RES 
LHD 
CMA 
PHS 
FIN 
PSY 
PSY 
MED 
LHD 
RES 
CMA 
FIk 
PHS 
NED 
LED 
CMA 
FIN 
PHS 
RES 
PSY 
LED 
NED 
RES 
CMA 
FIN 
PHS 
PSY 
(1)((1) (2)(1)(2) (1)a)(i~2) (1,)i(2) (1) (2) (1) (2) (1 ) 11.) (2).()(2 1L (2)2L lflXS 2 
SECOND 
TASK 
1 
2 
3 
4 
5 
6 
7 
100 100 
90 90 
85 85 
75 75 
50 40 
45 35 
35 25 
100 100 
90 50 
50 35 
40 30 
10 20 
25 14 
20 9 
100 100 100 100 
50 50 99 99 
25 25 90 80 
25 25 90 80 
15 15 50 i0 
101 0 50 10 
5 5. 10 3 
100 100 IOO N/A 
90 90 95 N/A 
80 80 90 N/A 
65 60 90 N/A
40 33 N/A N/ 
20 -9 N/A N/A 
10 8 N/A N/ 
1oo 1oo 
95 45 
90 40 
80 25 
45 15 
25 4 
10 0 
ioo 100 
90 90 
85 8 
75 65 
50 30 
30 A 
10 0 
100 1oo loo 1oo 
90 45 95 95 
89 39 90 90 
75 35 89 89 
67 15 60 60. 
66 14 25 3 
25 5 10 1 
loo 100 
90 74 
80 25 
'40 24 
25 23 
0 0 
0 0 
lO-
95 
90 
80 
75 
65 
25 
100 
50 
45 
40 
25 
4 
0 
For Div. of CHS; For Div. of PMS: 
THIRD 
TASK 
1 
2 
3 
4 
5 
6 
7 
LHD 
MED, 
014A 
RES 
PHS* 
FIN 
PSY 
LHD 
NED 
CMA 
PHS 
RES 
PSY 
FIN 
LHD 
MED, 
CMA 
RES 
FIN 
PHS 
PSY 
RES 
MED 
CMA 
PSY 
LHD 
FIN 
PHS 
MED 
RFS 
PHS 
FIN 
C14A 
PSY 
LHD 
RES 
MED 
0MA 
PST 
PHS 
LHD 
FIN 
N 
Summary of Experimental Results 
SUBJECTS 
(Cont'd) 
Director's Office Division of PMS Division of CHS Other 
A B. Q E QG H IS 
to 
First' 
Choice 
SecondScoc 
Choice 
Alt 1 
Alt 9 
Alt I 
Alt 3 
Alt 2 
Alt 1 
Alt3 
'(Alt i) 
Alt 8 
Alt 1 
Alt 3 
Alt i 
Alt 5 
Alt 3 
Alt 2 
Alt 1 
Alt 9 
Alt 5 
Alt 1 
Alt4 
Alt 3 
lAlt 
Alt 5 
lAiti 
Alt 2 
~ 
0 
Model 
-Ranking of 
Subject's 
1st Choice 
2 1 1# 3 N/A 6 2 5 1 1 2 
Model 
Ranking of 
Subject ts 
2d Choice 
3 2 2 6# 1 N/A 1 3 2 2 2 3 
* - Tie. 
# - Allowing reconsideration explained in text; otherwise the model ranking is 6 and 7. 
** - Original ranking before reconsideration following second task. 
N/A - Not answered. 
(1) . Original rating of objectives. 
(2) - Final rating of objectives after reconciling inconsistencies between first and second tasks. 
PMS '.Preventive Medical Services. 
CHS - Community Health Services. 
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Exhibit T 
Code Exolanation
 
LHD - T6 strengthen and support local health departments by providing
 
funds-for new or improved services ih chronic disease. This
 
objective includes the maintenance of good relations with the
 
local health departments.
 
MED - To increase the availability, scope, and quality of out-of­
hospital community health services for the chronically ill and
 
aged. This is a personal health care objective.
 
PSY - To achieve self-fulfillment and enhance the prestige of those 
who administer the CI&A program in the Department. This objec­
tive includes the natural desire to be identified with a good,
well-respected program. 
FIN - To conduct the CI&A program in such a manner that the Department 
of Finance is satisfied with the Department of Public Health's 
administration of this Federal grant. This objective also
 
covers the influence of the State government acting through
 
the Department of Finance on the CI&A program. 
PHS - To show the Public Health Service that the States can do a good 
job with Federal formula grant funds so that the trend to cen­
tralizing the funding of individual projects in Washington does 
not continue. This objective also includes the maintenance of
 
good relations with the Public Health Service.
 
-MA To get the support of various community and voluntary agencies
 
in carrying out the Department's CI&A program. This objective
 
includes the maintenance of good relations with the California
 
Medical Association, the county medical societies, and other
 
voluntary agencies.
 
RS - To add to knowledge in the field of chronic illness and aging by 
doing and supporting significant demonstrations and specific 
investigations aimed at improving and extending out-of-hospital 
services for the chronically ill and aged. 
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Appendix I. GLOSSARY 
Advisory Committee - the advisory committee for the CI&A program. 
CAP - Committee on Adifiist.aiVe Practids, one of the 
standing committees&6f the California Conference 
of Local Health Officers. 
COLHO - California Conference of Local Health Officers. 
CHS - Division of CominityfHdalth Services, CaliforniL 
State Department of Public Health. 
CI&A - Chronically Ill and Aged. 
Conference - California Conference of Local Health Officers. 
CSDPH - California State Department of Public Health. 
Department - California State Department of Public Health. 
Deoartment of Finance - one of the'departtents of the'State government of 
California. Aohgit6 mEhy'duatis this Department 
conducts managemefitsdrvb atudibs of other State
 
departments and pts'to~etiei the Governorls bud­
get which is presented to the State Legislature.
 
Director of the California State Department of
Director -

Public Health.
 
Director's Office - the Director, theDeputy Director, and the Assis­
tant Director of the CSDPH.
 
Division chief - The Department is dikided into eight divisions
 
each headed by a'&6hi6f. The divisions in turn are
 
subdivided into bureaus.
 
Governor of California.
 
Legislature - State Legislature of California.
 
Governor ­
local health department.LHD -

LHO - local health officer.
 
MCH - Maternal and Child Health.
 
PHS -
Public Health Service.
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PMS - Division of PreVentiveMedical Services, California 
State Department of Public Health. 
Public Health - a division of the Denartmeft of Health, Education, 
Service and Welfare, U. S. Government. 
Regional Medical - a medical officer in th& fDivision of Community 
Coordinator Health Services in clarge'of one of the three 
regional consulting teams. 
Regional Office - Regional Office of Region IX, Public Health Ser­
vice, located in San Francisco, California. 
State - California. 
State Department - California State Department of Public Health. 
State Department of - California State Department of Public Health. 
Public Health 
State Legislature - State Legislature of California. 
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Appendix II. IMPORTANT DATES - CHRONIC ILLNESS AND AGING PROGRAM 
February 9, 1961 - President Kennedy sends Health Message to Cofigr~ss 
which contains a recommendation for the Community
Health Services and Facilities Act.
 
October 5, 1961 - President Kennedy signs the Community Health Ser­
vices and Facilities Act of 1961. (PL 87-395) 
October 25, 1961 -	 The California Conference of Local Health Officers 
passes a resolution recommending how the Depart­
ment should allocate the additional Federal funds 
available to the State in fiscal 1961-62.
 
November 10, 1961 	 Much activity in the California State Department 
of Public Health culminates in a letter to all 
local health officers outlining the Department's 
plan to use the "Chronically Ill and Aged Ser­
vices" (cI&A) federal formula grant and the in­
creases in other federal grants. The amount of 
QI&A money allotted to the local health department 
is included.
 
January 6, 1962 	 Deadline for local health departments to submit plans
for use of their 1961-62 CI&A allotment. 
January 16, 1962 - First meeting of the Advisory Committee to review 
the 1961-62 plans submitted by the local health 
departments. 
April 30, 1962 - Deadline for local health departments to submit 
progress reports on use of 1961-62 funds and to 
submit plans for use of the 1962-63 CI-A allotment. 
June 11, 1962 - Second meeting of the Advisory Committee to review 
the 1962-63 plans submitted by the local health 
departments.
 
September 6, 1962 	 The Bureau of Chronic Diseases is officially noti­
fied that the 1962-63 CI&A formula grant ill be $829,800 instead of $712,600. Meetings and discus­
sions are held on ways to use the increased funds.
 
The CI&A Contract program emerges as the way to use
 
the additional funds.
 
January 4, 1963 - A tentative allocation is made by the Department 
for the 1963-64 CI&k formula grant. 
275 
January 30, 1963 A supplemental CI&A grant of $81,588 s received­
by the Department from the Public Health Service.' 
These funds represent a reallocation of CI&A fund6 
from other states which did not use the CI&A g#fnt 
allotted them by the Public Health Service. The 
grant is used to expand the CI&A Contract program. 
March 15, 1963 - Deadline for local health departments to submit 
progress reports on use of 1962-63 funds and t6 
submit plans for use of the 1963-64 CI&A allotment. 
May 22, 1963 - Third Advisory Cormittee meeting to review the 
1963-64 plans submitted by the local health depart­
ments. 
June 20, 1963 - A letter from the Chief of the Division of Preven­
tive Medical Services to the Director raises 
questions about the MCH and the CI&A programs. 
July 26, 1963 - In answer to this letter the Division of Community 
Health Services issues a Position Statement. 
August 2, 1963 A meeting is held in the Director's office attended 
by representatives of the two divisions to resolve 
the issues raised. A subcommittee is formed to 
work out program details for the 1964-65 allocation 
of the MCH and the CI&A formula grants. 
September 17, 1963 The Medical Care Studies Unit is formally estab­
lished in the Department with the help of $50,000 
from the 1963-64 CI&A grant. The State Legislature 
appropriated $50,000 in State funds for studies in 
medical care with the requirement that the Department 
obtain $100,000 of matching funds elsewhere. CI&A 
funds make up one-half the matching requirement. 
October 16, 1963 - The Department learns that the 
grant will be $838,400. 
1963-64 CI&A formula 
January 29, 1964 President Johnson's pronosed 1964-65 budget calls 
for a reduction in the CI&A formula grant and in 
two other formula grants. The Department learns 
that if this budget is approved by Congress, Calif­
ornia will receive $75,000 less in its 1964-65 
regular CI&A grant than in 1963-64. 
February 1, 1964 The Department learns that the 1963-64 supplemental 
CI&A formula grant xll be $98,522, almost twice 
what the Department had anticipated. The Department 
of Finance wants to know how the Department plans to 
use the supplemental grant. 
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March 12, 1964 Localhealth departments are notified that the'ii -­
tentative allocation from the 1964-65 CI&A formula 
grant will be the same as in 1963-64. May 1, 1964 
is set as the deadline for local health d&nart- -
ments to submit progress reports on use of 1963:64 
CI&A funds and to submit plans for use of the 1964­
65 CI&A allotment. 
April 14, 1964 A list of projects to be supported by the 1963Z64­
supplemental CI&A grant is forwarded by the Depart­
ment of Public Health to the Department of Finance. 
The projects are approved by the Department of 
Finance. 
May 28, 1964 A meeting,of the Departmental Review Committee 
(which replaced the Advisory Committee in Januarj, 
1964) is held to review the 1964-65 plans submitted 
by local health departments. 
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Appendix III. BRIEF HISTORY OF PUBLIC HEALTH
 
Introduction
 
This appendix contains a brief history of public health in western
 
society and presents some of the problems facing public health today
 
in the United States. A broad definition of public health is contras­
ted to a restrictive definition to give two viewpoints of public health.
 
A brief sketch of changes in public health from the time of the Greeks
 
to the Industrial Revolution in England follows. After a few sentences
 
on public health in the early days of the United States, the develop­
ment of public health programs in the United States federal government
 
is given. The presentation is based on a standard public health text,
 
The Principles of Public Health Administration.1 The appendix concludes
 
with some remarks on the changing nature of public health and the
 
different philosophies of public health.
 
Definitions
 
Public health has been defined as
 
. . . the science and art of (1) preventing disease, (2)
 
prolonging life, and (3) promoting health and efficiency
 
through organized community effort for
 
(a) the sanitation of the environment,
 
(b) the control of communicable infections,
 
(c) the education of the individual in personal hygiene,
 
(d) the organization of medical and nursing services
 
for the early diagnosis and preventive treatment of
 
disease, and
 
(e) the development of the social machinery to insure every­
one a standard of living adequate for the maintenance
 
of health,
 
so organizing these benefits as to enable every citizen to realize
 
his birthright of health and longevity.2
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The 	American Medical Association defined public health in the following 
manner.
 
The art and science of maintaining, protecting and improving 
the health of the people through organized community efforts. 
It includes those arrangements whereby the community provides 
medical services for special groups of persons and is concerned
 
with prevention or control of disease, with persons requiring
 
hositalization to protect the community and with the medically 
indigent .3 
Those in public health see the scope of activities of their subject
 
matter as being very broad. Hanlon divides public health activities
 
into four categories.
 
1. Those fields in which activity must be on a community basis:
 
a. 	 The supervision of the food, water, and milk supplies of 
a community. 
b. 	Insect control
 
c. 	Prevention of atmospheric and stream pollution
 
2. 	Those fields dealing with preventable illnesses, disabilities,
 
or premature deaths:
 
a. 	Communicable diseases, including infestations
 
b. 	Dietary deficiencies
 
c. 	Effects of addicting drugs and narcotics
 
d. 	Allergic manifestations and their community sources
 
e. 	Certain mental, personality, and behavior disorders
 
f. 	Occupational health
 
g. 	Cancer (limitation of progression; prevention to extent
 
possible)
 
h. 	Cardiovascular diseases
 
i. 	 Certain risks of maternity, growth,atwhd development 
j. 	Certain hereditary conditions
 
k. 	Home, community, and industrial accidents­
1. 	Rehabilitation of victims of accidents and disease
 
m. 	Dental caries
 
3. 	Those fields of medicine which need organized official leadership:
 
a. 	Facilitation of pregraduate and postgraduate education
 
b. 	Promotion of equitable distribution of personnel and
 
facilities
 
4. 	Research - no health department can ignore scientific investigation 
and evaluation and remain progressive.4 
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In contrast to this comprehensive list of activities the American
 
Medical Association recommended that
 
. . . the services of departments of public health -should be
 
limited to:
 
1. 	vital statistics
 
2. 	public health education.
 
3. 	environmental sanitation
 
4. 	public health laboratories
 
5. 	prevention and control of communicable diseases
 
6. 	hygiene of maternity, infancy, and childhood, if private
 
facilities are unavailable, 5
 
Ancient Times to Post Industrial Revolution
6
 
Although the Egyptians had some interest in disease and its causes,
 
their "knowledge" was based on folklore and superstition. The early
 
Hebrews, however, had in their Mosaic Laws specific sanitary rules, and
 
the Incas of South America used crude drug substances. The Greeks
 
had adopted good sanitary practices in cleanliness and disposal of
 
wastes and had accurately observed and recorded diseases, even though
 
their beliefs concerning bodily physiology were erroneous. The Roman
 
government provided many public sanitary services such as paving and 
draining the streets and removing garbage and rubbish.
 
During the Middle Ages in Europe the Roman and Grecian sanitary
 
practices were given up. Bodily needs were considered sinful and only
 
the soul was deemed worthy of attention. Leprosy spread throughout
 
Europe, and later, cholera and bubonic plague (the black death) decimated
 
the continent.
 
In the years following the Middle Ages advances were made in
 
medicine. Dissection and surgery were practiced, rational theories
 
of the spread of infection and the circulation of blood were developed,
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and the microscope was invented. Nevertheless, progress in medicine
 
was slow. As late as 1891 Oliver Wendell Holmes wrote, "if the whole
 
materia medica as now used could be sunk to the bottom of the sea,
 
it would be all the better for mankind - and all the worse for the
 
7
 
fishes.,
 
The Industrial Revolution in England caused the crowding of workers
 
in urban centers under unsanitary conditions. Although the first
 
sanitary legislation was passed in England in 1837 it was a study in
 
8
 
1842 by Edwin Chadwick that led to real reforms. One result of this
 
study was the appointment in 1848 of the first medical officer of health
 
for London. The advances in public health and sanitation in England
 
influenced the development of public health in the United States.
 
Some Aspects of Public Health Programs of the United States
 
Federal Government
 
Early History
 
The first public health programs in the United States were at
 
the local level. As cities grew local groups were formed to deal with
 
problems of water supply and sewage disposal. Although there is some
 
controversy over which city was the first to establish a local health
 
department, it is agreed that some were founded in the 1790's. Organized
 
public health departments at the state level came later. A motivating
 
force for state action was the Report of the Sanitary Commission of
 
Massachusetts published in 1850. 9 This report set forth ideas and pro­
grams that form the basis of much of modern public health practice.
 
In 1869 Massachusetts established the first state board of health,
 
beating California by one year. Details about public health in California
 
are given in Chapter 2.
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Increasing interest in public health during the nineteenth century
 
led to the first National Quarantine Convention in 1857. The formation
 
of the American Public Health Association in 1872 reflected the broadening
 
scope of interest in public health matters. Even with these advances
 
a need was felt for a national public health service, and in 1879 Con­
gress passed a bill creating the National Board of Health. This board
 
did not survive beyond its first four years. Its powers and functions 
were taken over by the Marine Hospital Service, the forerunner of the 
Public Health Service. 
The Public Health Service
10 
In 1798 the Congress of the United States passed the Marine 
Hospital Service Act which established the Marine Hospital Service 
This act authorized the President of the United States to appoint 
physicians in each port to furnish medical and hospital care for sick 
and disabled seamen. 
Since that time, the concept has prevailed that where national 
health needs are not being met elsewhere -- because of the com­
plexity of the problems, or the insistence of the need, or the 
magnitude of the resourceslyequired 
-- the Federal Government 
has an obligation to help. 
Twenty cents a month was collected from each seaman's salary by the 
Treasury Department. In effect, this arrangement was the first prepaid, 
comprehensive medical and hospital insurance plan in the United States.
 
Because the funds were collected by the Treasury Department the Marine
 
Hospital Service was made a part of the Treasury Department.
 
The Port Quarantine Act of 1878 gave the Marine Hospital Service
 
responsibility to prevent the introduction of epidemic diseases into the
 
United States. The Service was also authorized to investigate the
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origin and causes of epidemic diseases. In 1887 a hygenic laboratory
 
was established. From this small beginning medical research has become
 
an important part of -the Public Health Servtce. The National Institutes
 
of Health, one of the principal bureaus of the Public Health Service,
 
evolved from this one small laboratory.
 
In 1902 the Marine Hospital Service's name was changed to the 
Public Health and Marine Hospital Service, and the Service was put under 
a surgeon general. In 1912 the name was changed, this time to the Public 
Health Service. In 1939 the Federal Security Agency was set up which 
consolidated many of the federal health, welfare, and educational 
services. Thus, at long last, the Public Health Service left the
 
Treasury Department. In 1953 the Federal Security Agency was raised
 
to cabinet status by President Eisenhower and became the Department of
 
Health, Education, and Welfare.
 
The 	passage of the Federal Social Security Act in 1935 enabled
 
the 	Public Health Service and other agencies of the federal government 
to make grants-in-aid to the states for health purposes. Since many of
 
the grants required matching state funds, this act proved to be an incen­
tive for states to create or modernize their health departments. Addi­
tional Congressional legislation in 1944 and in the post-World War II 
period has greatly increased the responsibilities of the Public Health 
Service. The number of full-time employees has increased from approximately 
16,000 in the years immediately following World War II to almost 35,000 
in 1962-63. 
The 	principal activities of the Public Health Service are:
 
1. 	To provide medical and hospital care to beneficiaries
 
designated by Congress.
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2. 	 To help states and communities develop preventive, curative, 
and restorative services for the general public, including 
manpower, facilities, and methods through which such services 
are provided. 
3. 	To conduct national programs in the field of environmental
 
health involving research and assistance to state and local
 
agencies in the development of adequate means for controlling
 
air pollution, water pollution, radiological Hazards, occu­
pational hazards, and community sanitation problems.
 
4. 	To conduct and support research focused on current health
 
pioblems. The research program includes laboratory, clinical,
 
epidemiological, engineering, statistical, and administrative 
studies.
 
The 	Children's Bureau
 
The Children's Bureau was established by Congressional action in 
1912 and was placed in the Department of Commerce and Labor. When this
 
department was split into two departments in 1913 the Children's Bureau
 
remained with the Department of Labor. The stated purpose of the
 
Bureau was to investigate and report on all matters pertaining to the
 
welfare of children. 
The Sheppard-Towner Act of 1921 permitted federal grants-in-aid
 
to the states to attack problems of maternal and child health. The 
Children's Bureau administered these grants-in-aid which resulted in the
 
creation and improvement of state bureaus of maternal and child health.
 
Congress allowed the Children's Bureau to die in the late 1920's but it
 
was revived and given additional responsibilities in the Social Security
 
Act of 1935. In 1946 the Bureau became part of the Federal Security
 
Agency. The Bureau is now a part of the Welfare Administration in the
 
Department of Health, Education, and Welfare.
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The Department of Health ,
Education, and Welfare
 
The Department of Health, Education, and Welfare came into being 
in 1953 when the Federal Security Agency was raised to cabinet level.
 
The purpose of the Department has been stated as follows:
 
. . to help promote the general welfare of the 185 million
 
men, women, and children who make up our national family. It
 
is concerned with their present well-being - their hope for
 
the future. Its constant aim is to improve the conditions of
 
life in which we all share, to enlarge the capacity of individ­
uals to create for themselves and their society a good - a 
better -- life.
1 2 
The general welfare clause of the Constitution of the United States 
provides the basic authority for most of the federal legislation in the
 
field of health, education, and welfare.
 
The Congress shall have power to lay and collect taxes, duties,
 
imports and excises, to pay the debts and provide for the common
 
defense and general welfare of the United States.13
 
To carry out its responsibilities the Department received appro­
priations totaling $5,324 million in 1962-63. The Public Health Ser­
vice received $1,584 million and the Children's Bureau received $79
 
million of this total. Most of the Department's budget goes to the
 
states in the form of grants-in-aid to match or supplement state and local
 
expenditures for health, education, and welfare programs, and to colleges,
 
universities, hospitals, and scientific institutions as grants for
 
research and training programs. In 1962-63 states and local units
 
received $3,721 million in this manner,14
 
An organization chart of the executive branch of the United States
 
is showm in Exhibit R and an organization chart of the Department of Health,
 
Education, and Welfare is shown in Exhibit S.
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The Changing Nature of Public Health 
Public health in the United States, having fairly well solved 
its problems of traditionally defined sanitation and the control of 
communicable diseases, is now faced with changing its goals and defining
 
its role in achieving these new goals, Considerable discussion is now
 
going on regarding the redefinition of public health goals.
 
The changing patterns of morbidity and mortality in the United
 
States form the background for the changing nature of public health.
 
Today a variety of new goals and roles are being proposed for public
 
health. There is a need for urgency in the redefinition of public
 
health because increasing numbers of non-public health agencies adminis­
ter an ever greater variety of health programs. This has led some pub­
lic health officials to fear for the survival of public health as a
 
strong, separate agency of government. No attempt will be made here to
 
give an answer to the question of what public health should do.
 
Public health has been criticized for continuing to emphasize its 
traditional functions at a time when the importance of these functions 
has declined. 
Public health training continues to place emphasis on the tradi­
tional aspects of communicable disease, epidemiology, sanitation, 
. . . at a time when their public health functions have become 
of relative diminished significance. . . . The progressive control 
of acute disease has led to its diminishing influence as a current 
public health problem. In 1901 over 10 percent of deaths in the 
United States were caused by acute conditions; currently the pro­
portion is not quite 10 percent. It is now the chronic diseases 
which are steadily growing in importance. Currently, over 80 
percent of United States mortality arises from this source.1 5 
The California Health Survey of 1954-55 showed that acute illness caused 
far fewer days of-disability than chronic illness. 
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Of the 24 days of disability experienced on the average by each
 
Californian during the year covered by the Survey, over 16 day6
 
were attributed to chronic illness and less than 8 days to acute
 
illness .16
 
The changes in living patterns as well as in disease patterns which
 
occurred in the United States during this century have far-reaching
 
implications for public health. In 19010, 30,000,000 people (40 per­
cent of a total population of 76,000,000) lived in urban areas. By
 
1960, 125,000,000 (70 percent of a total population of 179,000,000)
 
17 
lived in urban areas. Urbanization and changing patterns of diseasi
 
have caused the present discussion within public health about its
 
future role in an affluent, urbanized society.
 
The World Health Organization has defined health as "a state 
of complete physical, mental, and social well being and not merely
 
the absence of disease or infirmity."18 With such a definition it is
 
no wonder that almost any activity may be seen as related to health.
 
In fact, much of human endeavor has been seriously suggested as the
 
proper concern of the public health field.
 
I am sure that most of us in public health derive our greatest
 
intellectual satisfaction from the conviction that what makes onj
 
field unique is the ambitiousness of its purposes and the range
 
of its commitments. These very ambitions have led public health
 
to seek to embrace all the sciences that bear on human health,
 
and these are simultaneously biological, physical, psychological,

and social.19
 
Recently public health has expanded its horizon to include most
 
of the factors of social interaction that determine how completely
 
man can realize his full potential for living. Within its sphere
 
of action are many mental, social, and economic aspects of health
 
and disease formerly thought to lie in other fieldso20
 
Health departments must bear the responsibility for effective 
leadership in meeting all needs in community health. . . . A 
healthful community must be considered in positive terms - a 
place where suitable recreational facilities are provided, where 
planned urban and suburban development is conducive to mental 
health, where living and working is a pleasure, not merely endurable.21
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Certainly our health department personnel must include and more
 
actively promote mental and emotional health, better nutrition,
 
fluoridation, community planning (including recreation, and
 
health and medical care), better training and education, family
 
planning, occupational health, better housing, progressive patient
 
care, including rehabilitation, training, and research.22
 
New hazards in the environment and accident prevention have been
 
singled out as important new areas in which public health should plan
 
a leading role.
 
The environment has once again emerged as a significant problem
 
area. Booming populations, housing shortages, failing septic
 
tanks, detergents in water supplies, mass pollution of water­
ways, fallout, and other radiological hazards, air pollution,

pesticides, chemical additives to foods, untested drugs, acci­
dental injury and death, noise from jets, and countless addi­
tional problems posed by the environment are requiring the 
health worker's attention.23 
Pesticides, detergents, manufacturing processes, radiation, and
 
atomic energy have vast potential for good and we should be able
 
to assure health safeguards in their use.24
 
Does the health officer have the courage to tangle with the auto
 
manufacturer, the highway designers, the traffic engineer, the
 
police, the planner, the architect and builder of houses, and the
 
airplane designer? All these forces and more determine the acci­
dents he wants to conquer.25
 
Our number one health problem -- namely, traffic killing and 
crippling. 26 
Even world peace has been suggested as a goal which public health
 
is uniquely equipped to help achieve. In discussing man's new ability
 
to obliterate himself, Brock Chisholm asks who will teach the new ways
 
needed to deal with the problem of the survival of the human race-

If public health people do not, who is going to do the teaching, 
the training, the research, the development of attitudes that 
need to be done? . . . The only people who have been taught to 
look ahead, to prevent uncomfortable, dangerous things happening 
to their fellowmen, are the people working in the fields of 
public health and preventive medicine,27
 
Boulding argues for a strong public health role in the prevention of
 
war,
 
Yet I would be prepared to argue that war is the greatest single 
public health problem of the twentieth century, and it is cer­
tainly one of the greatest reducers of the average expectation
of life. . . It seems to me entirely legitimate, therefore, to 
use public health research funds for peace research. . . . The 
danger of war is the major public health problem facing mankind 
today and the public health movement should get solidly behind' 
its solution. . . . I propose, therefore, that the public health 
movement initiate a campaign to internationalize civil defense, 
starting with a joint Russian-American civil defense commission, 
with the objective of putting world civil defense under the World 
Health Organization, which seems to me the appropriate body to2 8 deal with it. 
Survival of public health as a recognized and separate entity 
in government has been discussed by leaders in the field. An editorial
 
in the American Journal of Public Health quoted the director of the
 
Albuquerque Health Department:
 
Too many health agencies have lost out on important environmental
 
health programs and responsibilities by steadfastly refusing
 
to become involved in environmental health matters where there is 
not a known cause-and-effect relationship to communicable disease 
and physical well-being. Whenever a health agency has refused to 
go beyond the traditional and known, a portion or the entire pro­
gram is taken over by some other agency0 29
 
The editorial went on to point out that other governmental agencies
 
are being given the responsibility for health programs. 
Air pollution and housing are now too often handled by the building 
department, industrial hygiene by the labor department, and pes­
ticides, frequently along with such traditional health agency
 
activities as milk and meat inspection, by the agricultural depart­
ment. Why this retreat from challenging problems? Where is the 
spirit of the pioneer health workers?30
 
Wegman uses medical care as an example of an activity that is being
 
taken over by other governmental agencies. 
If the public health profession continues to avoid becoming
 
involved in medical care because it is a matter of controversy,
 
it will not be too long before organized public health will find 
itself a distinct appendage, with the likelihood that in the long 
run whatever organization does become responsible for medical 
care will develop a public health program of its own. This is 
not just a theoretical possibility; precisely such a development
 
has taken place in other countries where social security agencies
 
responsible for medical care have developed their own preventive
 
1
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Another writer challenges the idea that the general hospital should
 
replace the public health department as the focal point for community 
health services. He also comments on the ffagmentation of health 
services. 
Those who consider that the general hospital renders the local
 
health department outmoded seem to overlook the fact that most
 
hospitals lack even the first steps toward extending their ser­
vices out into the community through outpatient and mental
 
health services.
 
Unfortunately, there has been a recent movement to assign new
 
health services, or even to split off segments of operating

health services, to more politically oriented, or at least more
 
unified, agencies .32
 
Roemer makes the same point about the fragmentation of health services. 
After listing sixteen areas of organized health programs he states:
 
Yet the public agency [the public health departmntj we like to 
think is "the key health organization" in any State or community
has little or nothing to do with the vast majority of these orga­
nized health programs. . .. Whatever may be the total explanation,
public health agencies have only exceptionally assumed responsibility
for any of the wide variety of organized health services outside 
the classic sphere of preventive medicine. . . . It is not too 
late for public health agencies to halt the trend to fragmentation
and assume their responsibilities as centers of comprehensive
health service organization. It is not a parochial attachment to 
the public health profession that leads me to make this plea, but 
rather a conviction that all health services in the United States 
can be most effectively provided for people if they are organized, 
coordinated and administered by agencies that are motivated by a 
philosophy of prevention and are in a nosition to see the total 
human need without bias or vested interest. More than any other 
branch of government, public health agencies are in the strategic 
position to play this role.33 
The confusion and fragmentation in the health field today is stressed
 
by Crabtree.
 
I know of no other area of public concern where societal action
 
is organized in so chaotically fragmented a fashion as human
 
health. Confusing and cumbersome as the situation may appear
 
at the national level, the picture locally and in our several
 
states almost defies description.34
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The author encountered the phrase, "philosophy of public health,"
 
many times in his interviews with persons in the public health field.
 
Usually the phrase occurred in the context of an explanation of dis­
agreementwith someone, i.e., "We have different philosophies of 
public health." It was difficult for the author to clarify exactly 
what was meant by "philosophy of public health." One way in which 
a philosophy of public health might be developed is by basing it on
 
the concept of prevention. If this base is used the promotion of health
 
by the prevention of disease is given primary emphasis. The argument
 
goes like this. "Prevent. If you can't prevent, then control. If
 
you can't control, then rehabilitate."
 
Regardless of the basic concept any philosophy of public health
 
would have to answer at least the following three questions. The
 
differences in philosophies of public health come out in answers to
 
these questions and seem to be differences in attitudes toward govern­
mental action.
 
-(1) 	 Xhat are the legitimate activities and programs for public health? 
This question does not refer to whether a program or activity 
should be carried out but, rather, whether it is in the public 
sphere and is a legitimate activity for a governmental agency to 
undertake. 
(2) 	 By whom should public health programs be administered? 
If the activity or program is judged to be appropriate for 
governmental action then two questions arise. (a) Which level 
of government -- local, state, or federal - should administer 
the program? (b) At a given level of government which agency 
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should administer the program, e.g., public health, social wel­
fare, etc. These are difficult questions requiring organizational
 
analysis.
 
(3) What means should be used to achieve public health goals? 
The means selected reflect a decision regarding the amount and
 
type of governmental power that will be used to achieve a desired 
health goal. Again the attitude towards governmental action is 
basic. Are discussion and persuasion the way to achieve a certain
 
goal? If not, to what extent is coercion required? 
In responding to the first question many public health officials 
would not agree that all the programs urged upon them in the quotations 
at the beginning of this section are proper ones for public health 
departments. Certain areas such as medical care and family planning 
are controversial and many public health officials have been reluctant 
to undertake these programs.
 
Another area of disagreement lies in differences regarding whether 
a program should be administered at a given level of government by a 
public health agency or by some other governmental agency. The quo­
tations on the fragmentation of public health show that many non-public
 
health agencies administer health programs. Also, there is a difference 
of opinion regarding whether a given public health program should be 
the responsibility of a local, state, or federal agency. The whole
 
matter of states' rights and federal, state, and local interrelationships
 
comes into play. A local health officer from a southern state argued
 
as follows:
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The neglect of local and state responsibilities, and the usurping
 
of main tax sources by federal and, to some extent, state govern­
ment has led to over-centralization. Municipal leaders should see
 
that in bypassing the states, their action can lead to inordinate
 
confusion and complexity and eventually to further federal domina­
tion. Health is much too personal to be administered from Washington. 
Its administration through sound local health department leadership 
is both democratic and effective.35 
On the other, hand officials in urban areas, frustrated by rurally domi­
nated state legislatures, have turned to the federal government for 
assistance in solving some of their local problems.
 
Thirdly, a public health official must have a point of view 
regarding the means he believes appropriate for achieving his depart­
ment's goals. Suchman points out that the changing nature of public
 
health had made it necessary for public health officials to consider
 
ways to change individual and group behavior.
 
The externally imposed, mass disease prevention measures pre­
viously utilized in the control of infectious, communicable
 
diseases are inappropriate for reducing the incidence of the
 
chronic, degenerative diseases. Here the focus must be on the
 
individual and his behavior, rather than upon noxious elements 
in his environment. Public health must now "motivate" the indi­
vidual citizen to change his behavior and must secure community 
support for changes in the "social environment," rather than 
assuming its own control of the physical environment.36
 
Thus we find the field of public health today intimately and 
bewilderingly involved with such '!nonmedical" problems as
 
organizing political support for fluoridation, seeking legis­
lation to provide adequate medical care, securing community
 
support for voluntary health measures, motivating individuals
 
to take advantage of mass screening programs or to change their 
eating, drinking, and living habits.37 
Breslow suggests a legal approach in dealing with some aspects of health
 
and human behavior. 
I would submit that the law should protect people against entrap­
ment in habits deleterious to their health. . . . I'm not suggesting 
that we undertake prohibition either of liquor or cigarette smoking. 
Rather we must find some legal means to minimize the entrapment of 
individuals in habits which bring harm. We need more than education; 
we need the strength and character of the law to achieve a social goodo38 
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A review of what public health officials might do to discourage ciga­
rette smoking illustrates the wide range of actions available to them.
 
Officials with different "philosophies of public health" arrive at
 
different courses of action. The association between smoking and lung
 
cancer has been documented and given widespread publicity. Some in
 
public health believe that giving the people this information is
 
sufficient since persons can decide for themselves whether to smoke
 
or not. Others believe direct action is indicated. Removing cigarette
 
machines from all public buildings, furnishing high schools with educa­
tional material on smoking, educating community leaders on the dangers
 
of smoking, sponsoring legislation to make cigarette manufacturers
 
label their product as a potential health hazard, operating clinics to
 
help persons who want to stop smoking, and supporting higher taxes on
 
cigarettes to discourage consumption are illustrations of such action.
 
Cigarette smoking raises the question of the value an individual
 
places on his health, especially in those areas where his behavior and
 
his health are not seen by him as being closely related. Even though
 
there has been considerable publicity regarding the possible deleterious
 
effects of cigarette smoking, an individual does not see an immediate
 
cause-and-effect relationship between his smoking and illness. This
 
may be reason there has been no outcry from the general public for
 
governmental action against cigarette smoking.
 
From the foregoing it is obvious that the field of public health
 
is in a state of flux. There is some evidence that this is a sign of
 
vitality and reflects a desire to expand the field to meet new challenges.
 
In the post-World War II period some public health departments have
 
undertaken programs in such new areas as radiological health, air
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sanitation, mental retardation, and medical care. However, until detailed
 
studies and evaluations of these and other programs are reported, the
 
articles in public health journals will remain merely exhortations for
 
one or another view of public health.
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Appendix IV. THE NATIONAL FOUNDATION FOR INFANTILE PARALYSIS
 
A clear cut case of goal change Wy an organization is found in the
 
history of the National Foundation, for Infantile Paralysis.1 The
 
Foundation was organized on January 3, 1938, "to discover, coordinate
 
and disseminate knowledge of the cause of infantile paralysis, how it
 
may be prevented and how its after-effects may be ameliorated.f12 The
 
following series of quotations• fom.the Annual Reports of the Founda­
tion show that by 1952 or 1953 the medical problem of achieving the
 
goal of conquering polio appeared to be solved. Yet it was not until
 
1958, over five years later, that new goals were announced. It could
 
be argued, therefore, that in the case of public health where goal
 
achievement is not so clear cut or so speedily obtained, the problem
 
of changing goals will not be resolved quickly.
 
1948
 
It [e Annual Reorti reports the greatest expansion in
 
scientific research, based on new and promising 'leads' of
 
any year since the National Foundation was formed in 1938.3
 
1949
 
It appears likely that 1949 will prove to have been a turning 
point in the history of infantile paralysis. Along the research 
front it was a year of brilliant achievement. Against the 
dark background of the epidemic, National Foundation research 
projects wrote confident words of encouragement that we may 
be able to halt the rising tide'of polio in the not-too-distant 
future. Ironically, as cases mounted, our strides were growing, 
too, toward the long-sought goal of poliq control.4 
19511
 
From laboratories and research centers came encouraging news
 
of substantial accomplishments in virus studies, new test-tube
 
v*ctories that presage the coming of a direct and specific
 
attack upon paralytic polio in man himself.5
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1952 
This is the story of an anxious year in the fight against 
dolio. . ..more people felt the impact of infantile para­
lysis than ever before in the nation's history. . . . Ironically, 
the year was one of surging hope for the final conquest of polio.
Science was on the march. Nev-discoveries were being exploited 
in the laboratory and in the field. . .. The ultimate conquest 
of polio, if not imminent, at least appeared to lie just beyond
6

the horizon.

Polio researchers were making encouraging reports of extra­
ordinary accomplishments. To the uninitiated it may have 
appeared at times that the conquest of polio was already at 
hand.7 
1953 
History will rbcord 1953 as the year in which the final phase 
of tewar dn polio began. It became apparent as the year 
progressed that the tide of battle bad turned. At long last, 
victory was in sight. . . . In March, 1953, the nation was 
elated by the announcement that a vaccine had been .produced 
and given to 161 human beings without a single ill effect. 8 
1954 was the great year of trial for the Salk vaccine as a 
possible preventive of naralytic polio. . . . If the vaccine 
under trial in 1954 proved effective, its success would signal
the beginning of the end of polio. It would also prove for
 
ll time the power of a voluntary organization to solve one of
 
the worldts major health problems. 9
 
1955 
When the Salk vaccine was declared by scientists safe and
 
effective on April 12, 1955, a goal that once had seemed only 
a bright dream came into the realm of reality. . . . It was 
no hapbenstance. Rather, it was aplanned miracle. The goal 
of scientific control of polio had guided every hope and plan
 
of your National Foundation for Infantile Paralysis.10
 
1957 
In the life of any organization which has proved progressively 
successful in its chosen endeavors there comes a time for
 
appraisal and basic decision. Sometimes it is our achievements,
 
rather than our failures, that signal the hour for unbiased
 
revaluation, perhaps for drastic readjustment. At such a time
 
the questions an organization must ask itself are these:
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Do the hopes and well-being of large numbers of
 
people still depend on your continuing effort?
 
Is the success attained the limit of the organi­
zation's caabilities in meeting important needs?
 
Does the organization have something of on-going
 
value to society -- an inventory of experience,
 
dkills and human resources; a record of past per­
f6rinnce and a continuity of work in progress and
 
in-pr6spect; a spititual momentum -- values too
 
urgently needed byr society to be thrown away?
 
Is thb-organization adaptable to new endeavors, to
 
the meeting of new challenges?
 
The prospect of bringing an end to paralytic polio was promising 
loiigibef6ie April 12, 1955, when the feasibility of mass inmuni­
zdti6n with the Salk vaccine was officially affirmed - bright 
enougfi indeed, so that those who were charged with the guidance 
and stbwardship of the National Foundation realized the time
 
was approaching for a technical, social and spiritual ttock­
taking and, based on this appraisal, a decision on the future
 
of the organization.
 
Th6 apptaisal, made by two independent research organizations,
 
was objective, candid and thoroughgoing. When it was completed,
 
the decision followed logically and irrefutably. Your National
 
Foundation is to continue as a force, greater-than ever before
 
for the'*ell-being of the people of the United States. The
 
new directions in the health field in which it can best move to
 
meet urgent needs are to be announced some time in 1958.ll
 
1958 (from the New York Times)
 
The Nati6nal Fouhdation for Infantile Paralysis announced
 
yesterday thathenbeforth its dimes would also march against
 
arthritis and congenital defects.
 
Mr. OConnor emphasized that the foundation's long-range
 
plans do not limit it to those specific fields. Rather, he
 
said, the group will be a major force in medical research,
 
patient care and professional education. It will be flexible
 
enough to meet any new health problems as they arise, he added.
 
Mr. O'Connor said the foundation had been seriously considering
 
changes in its objectives since 1952, when its leaders realized
 
the probable effectiveness of the Salk vaccine. Starting in
 
1954, he said, the organization made "the most complete and
 
profound" survey of the health field that has ever been made in
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this country. Knowing the qualifications of its om organiza­
tion, he went on, the foundatimn looked for fields of usefulness
 
in important areas where the job was not already being ade­
quately done.
 
The new program was disclosed at a morning press conference
 
at the Waldorf-Astoria Hotel. A closed-circuit television 
broadcast in the afternoon also brought the news to fund 
officials, volunteer workers, physicians and newsmen in fifty­
two dities throughout the nation.12 
299 
Appendix V. MEDICINE, PUBLIC HEALTH, AND LITRATURE 
The point of this appendix is to present some quotations from out­
stafiding authors which illuminate an attitude towards medicine, have
 
relevance to current health problems,. and show the changing nature of
 
medicine and public health. No attempt is made to be comprehensive.
 
Many novels and plays have had doctors as characters but their actions
 
are not pertinent to this appendix.'
 
'
 In Moliere's time (1622-1673) when there was little science to
 
healing, his play Le Medecin malgr lui (The Physician in Spite of
 
Himself) reflected this fact.
 
Maybe I'll stick to medicine for the rest of my life. I think
 
it's the best trade there is, for whether you do well or badly, you
 
'get paid just the same. We never get blamed for doing a bad job; 
and we cut the cloth -we work oh to please ourselves. A cobbler 
making shoes can t t spoil a piece of leather without paying for the 
damage; but in this job we can spoil a man without its costing us
 
a penny. The blunders arenft our fault; they're always the fault
 
of the man who dies. In short, the nice thing about this profes­
sion is that dead men have a most marvelous decency and discretion;
 
you never hear a dead man complain of the doctor who killed him.
1
 
In Le Malade Imaginaire (The Imaginary Invalid) Molie'e depicted 
the state of medicine in France in the 17th century.2
 
Argan. So according to you doctors know nothing?
 
B'alde. Precisely. Most of them know their classics, talk Latin 
freely, can give tne Greek narsn o P all the diseases, define 
them andclassify them,'but as for curing them LL that's a 
thing thet know nothing about. 
Argan. 'But doctors must believe in their art because they have
 
resort to it themselves.
 
Beralde. That's because there are some of them who share the popu­
lar errors from which they profit . . . Dr. Purgonj is a doctor
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through and through, a man with more faith in his rules than
 
anything capable of mathematical oroof'... Itis no good
 
- -bearing him ill will for the harm he does you -- he'll send 
you into the next world with the best of intentions and in 
killing you off do no more for you than he would do for his 
own wife and children or, if need arose, for himself. 
Modern public health had already begun by 1882 when Ibsen wrote
 
The Enemy of the Peonle. 3 In this play Dr. Stockmann discovered that
 
the mineral baths in the town were a menace to health because of pollu­
tion of the water supply by filth from the tanneries. He had a sample 
of the water analyzed and found "beyond a shadow of a doubt the presence
 
of decayed animal-matter in the water. . The use of this water, both 
internally and externally, is in the highest degree dangerous to health."4
 
Because the town depended upon the baths and the resulting influx of
 
tourists for prosperity Dr. Stockmann, rather than being rewarded for
 
discovering this information, was voted an enemy of the people.
 
An actual occurrence which bears a close resemblance to Ibsen's
 
drama was the 1963 typhoid epidemic at the ski resort of Zermatt,
 
Sritzerland. 
The decision [o close hotels and restaurants] came as an after­
math to a strongly worded statement by the Valais medical asso­
ciation charging that the outbreak had been concealed for more than
 
two months. -
A Zurich doctor . . . reported in January that a patient he was 
treating had been found to be ill with typhoid after a stay in 
Zermatt. It was not until this month that the presence of typhoid 
was officially confirmed. 
The medical association . . . also accused public health authori­
ties of failure to take the necessary measures to combat the typhoid 
outbreak from the start. 
In addition, the doctors said, the authorities "falsely reassured 
Zermatt's residents and visitors by issuing a statement denying the 
possibility of contagion by water." 
The doctors did not say that news of the outbreak was kept se­
cret in order not to scare away visitors at the height of the skiing 
season. However, this was the implication of their statement and 
Swiss newspapers are saying it openly.5 
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In 1913 George Bernard Shaw wrote The Doctor's Dilemma 	 which 
6contained a long introduction entitled "Preface on Doctors. " That 
the medical profession was then not the high income class it is today 
at least in the United States7 -- is shown by Shaw's remark, "doctors 
are hideously poor.t8 Shaw saw a conflict between public health 
measures and private doctors' practice.
 
But just as the best carpenter or mason will resist the intro­
duction of a machine that is likely to throw him out of work, 
. . . so the doctor will resist with all his powers of per e­
oution every advance of science that threatens his income.4
 
For Shaw it followed from the poverty of doctors and their 
resulting interest in augmenting their income that unnecessary surgery 
and treatment would occur. 
That any sane nation, having observed that you could provide 
for the supply of bread by giving bakers a pecuriary interest 
in baking for you, should go on to give a surgeon a pecuniary 
interest in cutting off your leg, is enough to make one despair 
of political humanity .. . The process metaphorically called 
bleeding the rich man is performed not only metaphorically bat 
literally every day by surgeons who are quite as honest as most 
of us After all, what harm is there in it? The surgeon need 
not take off the rich man's (or woman's)- leg or arm- he can 
remove the appendix or the uvula, and leave the patient none 
the worse after a fortnight or so in bed, whilst the nurse,
 
the general practitioner, the apothecary and the surgeon will
 
be the better. 1 0 
Sinclair Lewis echoed Shaw's them inthe following description
 
of the fashionable Rouncefield Clinic where his fictional doctor,, Martin 
Arrowsmith, worked. "He [Arrowsith] was never able to rise to the 
clinic's faith that any portions of the body without which people could 
conceivably get along should certainly be removed at once°
 
A different view of doctors is found in the comment by Maurois on
 
why Tchekov had doctors in his plays.
 
He [Tchekov] had a firm belief in medicine, and was angry with
 
Zola for treating it with scorn in Dr. Pascal. "This fellow Zola,"
 
he said to Kuprin, "knows nothing watever about it, He just sits 
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in his study and invents. I wish held come here and see how our
 
country doctors live and what they do for the poor." Later on,
 
there were always overworked and sympatheti& doctors in his plays. 12
 
Shaw saw the Medical Officer of Health (M.O.H.) as the way to remove
 
the bad consequences he believed resulted from the pecuniary interest
 
of physicians in illness.
 
His ithe M.0.H.] position depends, not on the number of people who 
are il , and whom he can keep ill, but on the number of people iho
 
are well. He is judged, as all doctors and treatments should be
 
judged, by the vital statistics of his district. . . He has a 
safe, dignified, responsible, independent position based wholly on
 
the public health.13
 
Shaw believed strongly in the Medical Officers of Health.
 
For the M.O.H. as we know him is only the beginning of that 
army of Public Hygiene which will presently take the place in 
general interest and honor iow occupied by our military and naval 
forces. It is silly that an Englishman should be more afraid of 
a German soldier than of a British disease germ, and should clamor 
for more barracks in the same newspapers that protest against more 
school clinics, and cry out that if the State fights disease for 
us it makes us paupers, though they never say that if the State 
fights the Germans fbr us itmakes us cowards.Ik 
In England the National Health Service program that came into
 
being after World War II brought about some of the things that Shaw
 
advocated although the British Medical Association successfully opposed
 
the introduction of a salary system for physicians.1 5
 
The -.
British have shown that a National Health Service program
 
can remove the dollar sign from medicine, can provide fair income
 
to the purveyors of medical services, and can increase the total
 
amount of medicine, as well as improve its distribution.16
 
The curing of disease has been revolutionized since the time of
 
Moliere. Health conditions have improved over the centuries, and medi­
cal science has play-A a part in bringing about this improvement. A
 
well-known medical historian expressed results from the changes that
 
had occurred in the following way:
 
The general death-rate indicates the number of people dying in
 
a year for every 1,000 population. It has been decreasing
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steadily. In most countries it was hardly ever under '0 in the 
18th century, while today [1942] it is between 8 and 15 inthe 
countries of Western civilization. . . As a result of improved
health conditions and particularly as a result of the reduced
 
infantile mortality, the average life expectancy has increased
 
considerably. A child born in Europe in the 15th century had an
 
average life expectancy of from twenty to twenty-five years, while
 
it is between sixty and sixty-six today in the economically ad­
vanced countries.1­
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Appendix VI EXPERIMENTAL PROCEDURE 
The experiment in Chapter 8 consisted of a series of four tasks. 
The twelve members of the Department who have the most influende on the
 
allocation of the CI&A formula grant participated in the experiment. 
The time required for each participant varied from one hour and fifteen 
minutes to one hour and thirty minutes. 
The experiment was conducted in an informal manner and the sub­
jects were encouraged to ask questions about anything that was not
 
clear to them and to make comments upon the tasks during the course of
 
the e)periment. At the beginning the subjects were told briefly what
 
would occur during the session.
 
First Task (Measure the value of the objectives of the CI&A program.)
 
To start the first task the subject was given a card with the
 
following statement which the author also read aloud. The same proce­
dure was used for each task.
 
Here are seven cards, each with one objective of the Department's
 
CI&A program written on it. These are the same seven objectives
 
contained in the preliminary draft of.Chapter 6 previously fur­
nished you.
 
The first task is to rank the seven objectives in order of impor­
tance to you. Which objective would you most like to achieve,
 
which objective comes next, etc.
 
The subjects read the objectives and then put them in rank order. The
 
rank order was recorded and the task proceeded by giving the subjects
 
this card.
 
I will now divide the objectives into two groups. I am arbitrarily
 
putting the objective you ranked as most important in each group.
 
This is the only objective common to the two groups.
 
Now consider this group of four objectives [01, 02, 03, and 063.
 
Rank them in order of importance to you. Which objective would
 
you most like to achieve, which objective comes next, etc.
 
The ran order of the subset of objectives was checked against the rank
 
order of the seven objectives. Any inconsistencies were pointed out
 
to the subject and he was asked to reconsider his rankings and to make
 
the adjustments necessary to achieve consistency.
 
The subject was then asked the following question.
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Whih would you prefer to achieve: 01 (the objective you have 
ranked as most important) or the combination of 02, 03, and 06? 
If the combination was preferred the subject was asked to indicate his
 
preference between 01 and the combination of 02 and 03.
 
The final question about the subset of objectives was:
 
Which-would you prefer to achieve: 02 or the combination of 03
 
and 06?
 
The same series of steps was repeated with the other subset of objectives
 
(01, 04, 05, and 07).
 
The choices involving the two subsets of objectives, (01, 02, 03, and 06)
 
dnd (01, 04, 05, and 07), were checked to see if they were feasible If
 
they weren't the author pointed out the inconsistency to the subject and
 
asked him to reconsider his choices and make adjustments to achieve con­
sistency.
 
Finally the choices involving the two subsets of objectives were checked
 
with the original ranking of the seven objectives. Again any inconsis­
tencies were pointed out and the subject was asked to reconsider and to
 
make adjustments necessary to achieve consistency.
 
Second Task (obtain a ratio scale for the values of the objectives.)
 
The instructions given the subject for the second task were:
 
The second task is to place an arrow for each objective on this
 
scale of 0 to 100. I am going to arbitrarily place the objective
 
that you valued most highly at 100. Then I want you to place the
 
other six objectives on this scale as follows. If youthink an
 
objective is 3/4 as important as the first objective, place its
 
arrow by 75. Xf you think an objective is 1/3 as important as
 
the first objective, place its arrow by 33. If you think an objec­
tive is 1/10 as important as the first objective, place its arrow
 
by 10, etc.
 
The scale is reporduced on the next page. If there was an.inconsis­
tency between the results of the first and second tasks the subject was
 
told that the best elements of the two methods, his verbal choices in the
 
first task and his ratings on the numerical scale in the second task,
 
would be used to arrive at a final set of ratings. The specific inconsis­
tencies were then pointed out. The subject was asked to reconsider and
 
to change either the verbal choices or the ratings to achieve consistency.
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Second Task
 
9/10 as important as
 
the first objective 

3/4 as important as
 
the first objective 

2/3 as important as 

the first objective 

1/2 as important as
 
the first objective 

1/3 as important as
 
the first objective 

1/4 as important as
 
the first objective 

1/10 as important as
 
the first objective 

100
 
95
 
go
 
85
 
80
 
75
 
70
 
7
 
65
 
6o 
55
 
50
 
45
 
40
 
35
 
30
 
25
 
20
 
15
 
10
 
5
 
0 
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Third Task (How the Divisions of Community Health Services and Preven­
tive Medical Services view each other.)
 
The third task was limited to the members of the Divisions of
 
Community Health Services and Preventive Medical Services. The seven 
cards with the objectives on them used in the first task were given
 
to the subjects along with the following instructions. 
The third task is to rank the objectives in order of importance
 
as you believe the Division of Community Health Services (Preven­
tive Medical Services) would rank them. Which objective do you

think the Division of Community Health Services (Preventive Medica: 
Services) would most like to achieve, which objective comes next, 
etc.
 
Fourth Task (Obtain the probabilities that alternatives will achieve
 
objectives.)
 
The final task was a complex one. The subjects had seven cards
 
with the objectives on them, eight cards of a different color with the
 
alternatives on them, and a scale with probabilities marked off on it.
 
The scale is 'hown on the last page of the appendix. The instructions
 
to the subjects were:
 
The final task concerns various alternatives the Department
 
might haje adopted to allocate the 1964-65 CI&A grant. All
 
alternatives for 1964-65 contain a reduction of $75,000 com­
pared to the previous year's grant. This reduction will occur
 
if Congress accepts President Johnson's recommendation to cut
 
the 1964-65 CI&A formula grant.
 
Your task is to rate each alternative, on a scale of 0 to
 
100, on the probability you think the alternative has in
 
achieving each of the seven objectives. In this task the
 
ranking you have given to the objectives in previous tasks
 
plays no part.
 
The meaning of the ratings is given on the page with the scale.
 
To repeat, your rankings of the objectives are immaterial for
 
this task. You ate asked to evaluate alternatives in terms of
 
achieving objectives regardless of whether you consider the 
objectives important or not.
 
It is all right at any time to change ratings previously given. 
The author went over the scale with the subjects to get them familiar 
with the responses required for the task. The subjects were given the
 
card with the first alternative on it and the seven cards with the
 
objectives on them. They were asked to give the probability that the
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selection of the first alternative would achieve each of the seven
 
objectives. The procedure was repeated with the second alternative,
 
and so on through all eight alternatives. The score card for subject
 
B is reproduced below:
 
Objectives*
 
PHS LHD CMA MED FIN PSY RES 
Alt I 75 90 90 95 75 67 60 
Alt 2 75 25 25 25 10 20 40 
Alt 3 75 75 90 85 75 92 70 
Alt 4 75 65 65 75 25 22 60 
Alt 5 50 90 90 75 38 30 20 
Alt 7 80 50 90 50 60 67 60 
Alt 8 75 85 80 90 75 67 60 
Alt 9 75 80 80 80 50 67 60 
*The code for the objectives is explained in Exhibit T.
 
Alternative 6 was eliminated because of problems of interpretation
 
that showed up in pretesting.
 
The score card was kept where the subject could see it at all times.
 
After the subject had rated the first alternative the rest of the task
 
went smoothly.
 
After the probabilities were recorded for all alternatives the subjects
 
were handed this card.
 
Given the world as it is with such organizations as the California
 
Medical Association, the California Association of Local Health
 
Officers, and the Department of Finance active in the health field
 
in California, which of these eight alternatives do you think
 
would be the best way to allocate the 1964-65 CI&A grant? All things
 
considered, which alternative would vou select as the best one?
 
Which alternative would vou select as the second best?
 
The response to these two questions ended the experiment. The subjects
 
were asked if they had any comments about the experiment.
 
Later the author calculated the effectiveness of each alternative by 
summing the products of the probabilities and the values (Ce..v.)0 
If the alternative with the highest effectiveness had not j 10 J
 
been chosen by the subject as the best way or the second best way to
 
allocate the 1964-65 CI&A grant, he was re-interviewed and asked to
 
comment on the alternative with the highest effectiveness0
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Fourth Task
 
A rating of ,00means that you think the selection
 
100 
 of the alternative is virtually sure to achieve the
 
objective 	(the probability of attainment is prac­
tically 100 per cent).
 
85
 
A rating of 80 means that you think the selection
 
80 of the alternative is four times as likely to
 
achieve the objective as not to achieve it.
75
 
70
 
65
 
55
 
A rating of 50 means that you think the selection
 
of the alternative is equally likely to achieve or
 
not to achieve the objective (or that you dontt
 
45 	 know if the selection of the alternative will help
 
or hurt the achievement of the objective).
 
40
 
3,5­
30
 
25
 
A rating of 20 means that you think the selection
 
20 
 of the alternative is four times as likely not to 
achieve the objective asto achieve it. 
15
 
10
 
A rating of 0 means that you think the selection
 
of the alternative is practically certain not to
 
achieve the objective (the probability of attain­
0 
 ment is practically zero),
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FOOTNOTES
 
Chapter 1
 
1. 	 "The American people are not satisfied with better-than-average 
health. As a nation, they want, they need, and they can afford
 
the 	best of health: Not just for those of comfortable means.
 
But 	for all our citizens, old and young, rich and poor0 In Amer­
ica, there is no need and no room for second-class health ser­
vices,"
 
Excerpts from President Johnson's special message to Congress on
 
health and medical care. New York Times, February 11, 1964.
 
2. 	U.S., Department of Health, Education, and Welfare, Handbook on
 
Proarams: 
-1963 Edition (Washington: U.S. Government Printing

Office, 1963), xi.
 
The words "fiscal year" will not be repeated each time, Instead
 
the twelve month period from July 1, 1962, to June 30, 1963, will
 
be represented by 1962-63.
 
3. 	U.S., Public Health Service, Background Material Concerning the
 
Mission and Organization of the Public Health Sericp (Washington:
 
U.S. Government Printing Office, 1963), 29.
 
A. 	California, Budget for the Fiscal Year July 1, 2964 to June 30.
 
1965, Submitted by the Governor to the 1964 Budget Session of the
 
California Legislature.
 
California Legislature, Senate, Interim Committee on State and
 
Local Taxation, Retort of the Senate Interim Committee on State
 
and Local Taxation, Part Two: The Costs of Selected Governmental
 
Services in California, 59th Session, 1949, 36.
 
5. 	California, Department of Public Health (internal doc~nent), Draft:
 
Medical Care Studies Unit, Appendix I: Public Medical Care Programs
 
Administered by the State of California (April 3, 1963)o
 
6. 	California, Department of Public Health (internal document), Exoendi­
tures by Local Health Jurisdictions by Source of Funds, 1962-63.
 
7. 	Some recent publications which deal with "medical economics" as
 
well as the health field in general are:
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S. E. Harris, The Economics of American Medicine (New York:
 
Macmillan Company, 1964).
 
H. M. Somers and A. R. Somers, Doctors. Patients, and Health
 
Insurance-(Garden City, New York: Doubleday & Company-Anchor
 
Books, 1962; first published by the Brookings Institute in 1961).
 
Several issues of periodicals have been devoted to the health field.
 
Four such issues are:
 
"Government and Medicine in the United States," Current Histor,
 
A5 (1963).
 
"Medicine and Society," Annals of the American Academ- of Political 
and Social Science, 3.6 (1963). 
"Meeting Health Needs by Social Action," Annals of the American
 
Academy of Political and Social Science, 337 (1961).
 
"Health: Are We Getting Our Money's Worth?," New Renublicq
 
November 9, 1963.
 
8. 0. W. Churchman, "Decision and Value Theory," in R. L. Ackoff (ed.),

Progress in Onerations Research (New York: John Wiley & Sons,
 
1961), 35-64.
 
S. P. Hayes, "Behavioral Management Science," Management Science,
 
1 (1955), 177-179.
 
G. Katona, ' tRational Behavior and Economic Behavior," Psycholocical 
Review, 60 (1953), 307-318. 
M. Shubik', "Objective Functions and Models of Corporate Optiizati6n,"
 
Quarterly Journal of Economics, 75 (1961), 345-375,
 
9. An extended discussion of operations research is given in R. L. 
Ackoff, "The Meaning Scope, and Methods of Operations Research," 
in Ro L. Ackoff (edo), Progress in Operations Research, 1-34. 
Another view of operations research is found in H. J. Miser, 

"Operations Research in Perspective," Onerations Research, I., 
­
(1963), 669-677. This article contains many references and illustrates 
the differences that exist among people in the operations research
 
field as to what operations research is or should be,
 
For background information see F. N. Trefethen, "AHistory of
 
Operations Research," in J.F, McCloskey and F. N. Trefethen (eds.),
 
Operations Research for Management (Baltimore: Johns Hopkins Press,
 
1954), 3-35. 
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10. 	 Some writers have relegated operations research to middle manage­
ment problems. They advocate such things as heuristic problem­
solving techniques or cybernetics for top management problems.
 
H. A. Simon, The New Science of Management Decision (New York:
 
Harper & Brothers, 1960), 8.
 
S. Beer, Cybernetics and Management (London: English Universities
 
Press, 1959), 18.
 
11. 	 Failure to solve a problem so that its solution furthers the overall
 
goals of the organization leads to the suboptimization problem in
 
See C. Hitch and R. McKean, "Suboptimization
operations research. 

in Operations Research," in McClosky and Trefethen, 168-186.
 
12. 	Health Information Foundationi An Inventory of Social and Economic
 
Research in Health (9th ed., New York: 1960).
 
13. 	 See Chapter 5 for a discussion of the concept of the "black box"
 
14. 	Some chronic illnesses are arthritis, diabetes, cancer, and heart
 
diseases.
 
15. 	 In 1963-64 the Public Health Service allotted $58,050,000 to the 
states by means of the formula grants. Other formula grants
 
totaling $49,875,000 were made to the states by the Children's
 
Bureau, a part of the Department of Health, Education, and Welfare
 
but separate from the Public Health Service. Thus the states
 
received almost $108,000,000 which was theirs to allocate within
 
the broad limits of the various categories such as chronic illness
 
and aging.
 
Public Health Service data are from a letter dated October 16,
 
1963, from the San Francisco Regional Office of the Public Health
 
Service to the Department. The Children's Bureau data are from
 
a letter dated February 12, 1964, from the Children's Bureau to
 
the Department. A total of $60,000,000 was made available to the
 
states by the Children's Bureau but $10,125,000 was vithheld for
 
"Mental Retardation Special Projects" and "projects of regional or
 
national significance."
 
16. 	W. A. Wallis and H. V. Roberts, Statistics: A New Aproach (Glencoe,
 
Ill.: The Free Press, 1956), 6-7.
 
Similar statements have been made by philosophers, systems engineers,
 
economists, and historians. See:
 
C. W. Churchman, Prediction and Optimal Decision (Englewood Cliffs,
 
N. J.; Prentice-Hall, 1961), 70-92.
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H. H. Goode and R. E. Machol, System Engineering (New York: McGraw-
Hill, 1957), 144. 
J. Robinson, Review of Six Lectures on Economic Growth by S. Kuznets,
Journal of Political Economy, 69 (1961), 74. 
E. H. Carr, Vhat is History? (Harmondsworth, England: Penguin

Books, 1964; first published by Macmillan in 1961), 7-30.
 
17. 	 The communications flow chart seems to work well in a stable envi­
ronment where there is a repetitiveness in the operation studied 
such as weekly or monthly schedules and where changes in the routine 
occur infrequently. In contrast the Department's CI&A program 
(1) 	has been in existence scarcely two and one-half years (May. 1964),
 
(2) 	has had its budget increased from $356,300 in 1961-62 to 9937,600
 
in 1963-64, (3) has had an increase in personnel in the CI&A Unit 
from one to seven, (4) has had major modifications such as the 
establishment of the Medical Care Studies Unit and the CI& Contract 
program and the replacement of the Advisory Committee by the Depart­
mental Review Committee,
 
18. 	The members of the Director's Office are the Director, the Deputy
 
Director, and the Assistant Director, There are no staff personnel
 
in the Director's Office.
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Chapter 2
 
1. 	The pre-World War II period is not pertinent to this study and thus
 
receives only passing mention. The sweeping reorganization following
 
the two studies made in 1943 made such a sharp break with the past
 
that the Department as it functions today really began then.
 
A discussion of the development of public health in the United
 
States is given in Appendix III.
 
2. 	American Public Health Association, A Study of the California
 
State Denartment of Public Health (New York: American Public
 
Health Association, 1943), 16.
 
3. 	G. P. Jones, "Early Public Health in California," California's 
Health, (19-45), 101. This volume of California's Health 
contains a series of eight articles covering the period from 
1848 to 1909. The page references are 73-75, 83-88, 95-96, 
100-102, 107-108, 145-152, 153-160, 177-179. Also see G. P. 
Jones, "Thomas M. Logan, M.D., Organizer of California State 
Board of Health," Californiat s Health, 2 (1945), 129-133. 
4. 	 California, Department of Finance, Division of Budgets and Accounts, 
Organizational Survey. State Department of Public Health, 1943.
 
5. 	American Public Health Association.
 
6. 	Letter from Director to Department of Finance dated July 30§ 1957.
 
7. 	Ameri'c~n.Public Health kssociation;-20.
 
8. 	American Public Health Association, A Study of the California
 
State Deartment of Public Health (New York: American Public
 
Health Association, 1948).
 
9. 	American Public Health Association (1943), 17.
 
"The State Board of Public Health consists of ten members, seven
 
of whom are physicians, including the Director of the Department,
 
one dentist and two lay members. Members are appointed by the
 
governor. It functions as a policy7making, regulating, judicial,
 
and licensing body."
 
California, Department of Finance, Organization and Cost Control
 
Division, California State Government: A Guide to Its Organization
 
and Functions (Sacramento: Printing Division, Documents Section,
 
1958), 73.
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10, 	American Public Health Association (1943), 19. "At present there
 
are some fourteen bureaus in the Department, each responsible
 
directly to the Director0 Such a plan is incompatible with good
 
administration."
 
11. 	 The main organizational difference between the American Public
 
Health Association's report and the Department of Finance's report 
is that the latter provided for one more division than the former, 
five instead -of four. Ihe Department of Finance recommended a separate 
division entitled the Division of Laboratories while the American 
Public Health Association placed the laboratories under the Division 
of Administration. 
12. 	See Exhibit B.
 
13. 	 "Experts in business administration say that the chief executive
 
officer cannot be expected to administer effectively the activities
 
of more than six other executives if those executives are carrying
 
on work of real scope and value."
 
American Public Health Association (1943), 19.
 
"Many organizational weaknesses . . . stem from the fact that so 
many bureaus and divisions may now report directly to the depart­
ment head. . . . It is agreed by authorities on management that 
in the most efficient organizations, the executive may not effec&­
tively exert a span of control extending to more than 6 or 8 sub­
ordinates 1"
 
Department of Finance, 3.
 
14. 	American Public Health Association (1943), 26.
 
15. 	Department of Finance (1943), vi,.guii.
 
16, 	"The Department of Public Health has offices in Sacramento, San
 
Francisco, Berkeley, and Los Angeles. . . . This has resulted in 
a rather loose network holding the units together0 Each bureau 
has become almost a self-contained unit with its own records, 
requisitioning, secretarial force and quarters."
 
Ibid., 30.
 
17. 	Ibid., 9, B.
 
18. 	American Public Health Association (1943), 56.
 
19. 	H, Emerson (Chairman, Subcommittee,on Local Health Units, Committee 
on Administrative Practice, American Public Health Association),
Local Health Units for the Nation (New York: The Commonwealth 
Fund, 1945),
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It was a progress report for this book that is referred to in the
 
following quotation from page 56 of the 1943 American Public Health
 
Association study.
 
"A Cobmmittee of the American Public Health Association recently
 
submitted to each of the states a tentative outline for developing
 
full-time health services which would cover the entire state0
 
This plan has been reviewed by the Director and the Chief of Local
 
Health Service and revised to meet the possibilities and needs of
 
California. There is then in the central office of the State
 
Department of Public Health a plan for developing full-time health
 
service for the entire state."
 
20. 	American Public Health Association (1943), 27.
 
21, 	Department of Finance, 12.
 
22° 	American Public Health Association (1948), 3-4.
 
23. 	 Ibido, 6p 7.
 
24. 	Ibid., 8-9.
 
25. 	 See footnote 19.
 
26 American Public Health Association (1948), 11.
 
27. 	The organization chart of the Department following the two 1943
 
studies is given in Exhibit B. As this chart shows the five divi­
sions recommended by the Department of Finance were adopted rather
 
than the four recommended by the American Public Health Association,
 
28. 	Ibid., 47-48.
 
29. 	California, Department of Finance, Organization and Cost Control
 
Division, Survey 925: General Management Survey for the Denart.
 
ment of Public Health (1958).
 
30. 	Letter from the Director to the Department of Finance dated July 30,
 
1957.
 
31. 	Department of Finance (1958), 14.
 
32. 	Ibid., 30
 
33. 	 Ibido, 29, 32°
 
34. 	Ibid., 15, 16, 19.
 
35, 	Department of Finance (1943).
 
317 
36. 	Department of Finance (1958), 5, 13.
 
370 	 Ibid., 1, 43. 
38. 	See Appendix III.
 
39. 	Department of Finance, A Guide, 71.
 
40. 	California, Department of Public Health, Standards and Recommenda­
tions for Local Public Health Departments (Berkeley: Department
 
of Public Health, 1960).
 
California, Department of Public Health, Laws Relating to State
 
Financial Aid for Local Health Administration (Berkeley: Depart­
ment of Public Health, 1960).
 
California, Department of Public Health, Laws Relating to Local
 
Public Health Administration (Berkeley: Department of Public
 
Health, 1959).
 
The basic references are:
 
California, Health and Safety Code (Sacramento, California: Print­
ing Division, Documents Section, 1961).
 
California, California Administrative Code, Title 17. Public
 
Health (Sacramento, California: Bureau of Printing, 1956).
 
41. 	California Legislature, Senate, Interim Committee-on State and
 
Local Taxation, Report of the Senate Interim Committee on State
 
and Local Taxation, Part Two: The Costs of Selected Governmental
 
Services in California, 59th Session, 1949 , 21s 33.
 
42. 	California, Laws (1960), 46. 
43. 	 Ibid.
 
44. 	Ibid.
 
45. 	 Ibi4. 9-45 
46. 	 Ibid. Note that the vote of a sparsely populated county counts 
just as much as the vote of Los Angeles County. 
47, 	Ibid., 44 There are now (April, 1964) 45 full-time local health
 
officers. Typically, local health departments are organized on
 
a county basis although there are still five cities that maintain
 
separate health departments. A county board of supervisors appoints

its own local health officer. He is an employee of the county, not
 
the State.
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48. 	The four committees are Health Services and Medical Care, Communidable 
Disease and Laboratories, Environmental Health, and Administrative 
Practices. Each committee meets twice a year as does the full 
Conference0 
49. 	The meetings are attended by Departmental personnel, especially by
 
those whose items are up for consideration.
 
50. 	 California, Standards and Recommendations, 5.
 
51. 	A nutrition program and a chronic disease program were not required

services of local health departments when the CI&A program began,
 
In fact, the existence of the CI&A program undoubtedly hastened
 
their adoption by the California Conference of Local Health Officers
 
and by the State Board of Public Health.
 
52° 	 California, Standards and Recommendations, 6, 7.
 
53. 	 California Legislature, Reort, 25, 27, 70.
 
A good discussion of the development of the federal grant-in-aid
 
program is given on pages 27 through 34.
 
Additional informationi. about the federal grant-in-aid program 
can be found in A, Smithies, The Budgetary Process in the United 
States (New York: McGraw-Hill, 1955).
 
The Cbmmunity Health Services and Facilities Act of 1961, which
 
will be discussed in detail in Chapter 3, should be added to the
 
list of significant federal legislation in the health field.
 
Information about the history of the Public Health Service and
 
the Children's Bureau is given in Appendix III.
 
54. 	U.S., Public Health Service, Final Report of the Working Grout
 
on Public Health Service Formula Grants, (1963, multilithed).
 
The following formula grants are administered by the Public Health 
Service: general health, tuberculosis control, cancer control,
 
heart disease control, community mental health services, chronic
 
illness and aging, water pollution control, and radiological health.
 
(Ibid., 2.)
 
55. 	 Quoted in the September 23, 1963, issue of Washington Report on 
the Medical Sciences. 
56. 	U.S., Department of Health, Education, and Welfare, Handbook on
 
ProgKams (Washington: U.S. Government Printing Office, 1962)9 55, 59.
 
570 	 Advisory Commission on Intergovernmental Relations, Modification 
of Federal Grants-in-Aid for Public Health Services. A Commission 
Report (Washington: January, 1961). 
319 
In those states that overmatch the federal grants the power of
 
the federal government to earmark funds for specific purposes is
 
reduced. Overmatching is discussed in the section, "Control
 
Over the Department by Other State Organizations," in Chapter 6.
 
58. 	Minutes of the September, 1962, meeting of the Committee on
 
Administrative Practices of the CCLHO.
 
59. 	See Exhibit J. 
60. 	In contrast, local health departments had 5,236 full-time budgeted 
positions. California, Department of Public Health, Division of 
Community Health Services, Compensation of Full-Time Professional 
and Technical Public Health Personnel in Local Health Departments
in Cblifornia, Salary Ranges and Number of Positions Budgeted 
Fiscal Year 1963-6. (November, 1963). 
61. 	California, Budget for the Fiscal Year July 1, 1964 to June 30 
1965, submitted by Edmund G. Brown, Governor, to the 1964 Budget
Session of the California Legislature, pp. A-49, A-56, A-59, and 
A-61. 
62. 	U.S., The Budget of the United States Government, Fiscal Year 
Ending June 30, 1965 (Washington: U.S. Government Printing 
Office, 1964), 419 1120 This per cent is based on total expendi­
tures of $92.6 billion and expenditures of 91.4 billion on "Health, 
Services, and Research," listed under the general heading of "Health,
 
Labor, and Welfare." 
63. 	 The 1963 desk calendar distributed by the County Supervisors 
Association of California has stamped on it in large gold letters,
 
"HOME RULE IS THE GOLDEN RULE IN THE GOLDEN STATE," 
64. 	 Local figures are taken from an internal Department report, 
"Expenditures by Local Health Jurisdictions by Source of Funds,
1962-63." State and federal figures are taken from Exhibit J. 
65. 	 Governor's Committee on Medical Aid and Health, Health Care for
 
California (Berkeley; California State Department of Public Health,
 
1960), 33.
 
The local funds ($34.6 million) for support of health programs

mentioned at the beginning of the paragraph were solely for the
 
support of local health departments. This sum of money did not 
include local funds used for the support of county hospitals.
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Chapter 3
 
1. 	U.S., Congress, House, Committee on Interstate and Foreign Commerce,
 
Community Health Services and Facilities Act of 1961; 87th Congress,
 
1st Session, 1961, Report 599 to accompany H.R. 4998.
 
U.S., Congress, Senate, Committee on Labor and Public Welfare,
 
Community Health Services and Facilities Act of 1961, 87th Congress,
 
1st Session, 1961, S. Report 845 to accompany H.R. 4998.
 
U.S., Congress, House, Community Health Services and Facilities Act
 
of 1961, 87th Congress, 1st Session, 1961, Conference Report No. 120,
 
to accompany H.R. 49980
 
U.S., Congress, Public Law 87-395 (Community Health Services and
 
Facilities Act of 1961), 87th Congress, 1st Session, 1961, HR. 4998
 
Theodore J. Bauer, Community Health Services and Facilities Act of 
1961
, 
Executive Memorandum, No, 10 of '61, U.S. Dept, of Health, 
Education, and Welfare, Public Health Service, Bureau of State 
Service (October 20, 1961).
 
2. 	Bauer, 3.
 
3. 	Ibido, 3-6.
 
4. 	 The OIC&A program is not the same as the Community Health Sei'vices 
and Facilities Act. Prior to 1961 the Public Health Service had 
funds available for programs in the areas of chronic illness and 
aging such as the nursing home program and the long term illness
 
program, However, the Act with the increase in the ceiling and the
 
authority to earmark appropriations allowed the Chronically Ill and
 
Aged Services to become a major formula grant program,
 
5° 	 Bauer, 3o Minimum allocation is now $60,000.
 
6. 	The matching requirements presented no problem to California because
 
of expenditures already being made by the State for programs that
 
can be classified under the heading, "chronically ill and aged,"
 
Thus, the State Legislature did not have to vote funds for any new
 
programs in order for the State to qualify for the CI&A grant,
 
7. 	Bauer, 4, 
8. 	U.S., Public Health Service, Policy and Procedures for Use of Grant
 
Funds for Services for the Chronically Ill and Aged, undated documen*
 
received by Department in September, 1961.
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9. Letter dated July 10, 1961, from the Regional Chronic Diseases
 
Consultant, Public Health Service, to the Director, State Department
 
of Public Health.
 
10. 	 Letter to the Director dated May 11, 1961.
 
11. 	 Letter to the Chief, Division of Preventive Medical Services, dated 
May 8, 1961. 
12. 	 Memo to file by the Assistant Chief, Division of Research, dated 
October 23, 1961.
 
13. 	 Minutes of the meeting.
 
14. 	Ibid. 
15. 	 Ibid. The reference to special projects is explained in the next
 
paragraph.
 
16. 	Letter dated September 19, 1961.
 
17. 	R. Dyar and G. McKray, "The California State Program to Promote
 
Local Health Department Research," American Journal of Public 
Health, L0 (1960), 316-320.
 
18. 	 Minutes of the meeting.
 
19. 	 Ibid. 
20. 	 Letter to the Director dated October 18, 1961.
 
21. 	Minutes of the meeting.
 
22. 	 Ibid.
 
23. 	 Ibid.
 
24. 	Ibid0 The correct name for the State Association of County Super­
visors is the County-Supervisors Association of California. 
25. 	 Ibid.
 
26. 	Personal comment to author.
 
27. 	Minutes of the meeting.
 
28. 	Letter dated November 10, 1961, to all local health officers from
 
the State Department of Public Health.
 
29o 	 Ibid0
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30. 	 Ibid0 
-31. 	 The State public health subsidy is the formula allotment defined 
in the sectiqn, "Statuatory Requirements and Restrictions." in 
Chapter 2. Briefly stated, the formula is a per capita allotment 
with a lump sum minimum. 
32. 	As this position has developed over the past two years it now includes 
keeping money at the State level for administrative and research 
purposes and for funding demonstration projects under the Chronic 
Illness and Aging Contract Funds program. 
33. 	 In 1962-63 ten of the thirty-eight local health departments that 
participated in the CI&A program received less than $5 0000 In 
1963-64 eleven of the thirty-eight received less than $5,00O. 
There are forty-five full-time local health departments (May, 
1964) 	 eligible to receive a CI&A allotment but not all elect to do 
so.
 
There are some persons who believe that even small allotments do 
good. In a comment to the author a local health officer said that 
his small allotments were beneficial because they "stimulated my 
staff" and "woke them Up." 
34, 	This was evidenced by the majority vote in the October, 1961,
 
meeting of the CCLHO. Of course, not all health officers felt
 
this way in 1961. Furthermore, two years of experience with the
 
program have led some local health, officers to complain that
 
the paperwork and program reviews required by the present allocation
 
method are objectionable. The complaints are discussed in more
 
detail in the section, "Dysfunctional Consequences," in Chapter 5.
 
35. 	 A per capita allotment with no strings attached would be preferred
 
by many health officers; however, this is not feasible due to the
 
accountability requirements of the Department and the Public Health
 
Service. As one local health officer expressed it to the author
 
his "dream" would be a "one line budget," i.e., he would get a
 
lump sum of money to use as he saw fit for public health purposes 
in his county. 
36. One reason that a county board of supervisors may dislike projects 
is that they are for a fixed period of time. After two or three 
years of operation of some new activity the funds from the State 
or federal government may be withdrawn. Then the county must either 
use its own funds to continue the activity or drop it.
 
37. 	Minutes of a meeting held on November 2, 1961.
 
38. 	 The CI&A Unit is one of the ten sections of the Bureau of Chronic 
Diseases.
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39, 	Permission to charge fees was explicitly set forth in the Community
 
Health Services and Facilities Act of 1961
 
40. 	 Letter dated May 28, 1962, from the Chief of the Bureau of Chronic
 
Diseases to the Chief of the CI&A Unit quoting the Chief of the
 
Division of Preventive Medical Services 
41. 	 The second steno-clerk was added in June, 1963, the second-nurse 
in August, 1963, and the research assistant in October, 1963. 
42. 	 In a letter dated January 22, 1963, the Chief of the CI&A Unit
 
summarized the contract applications received and expected. In
 
the last paragraph he wrote happily, "The information concerning
 
the availability of funds is getting around rapidly (Who needs
 
a public relations staff?)"
 
43. 	 Because of the similarity of procedure in allocating the additional
 
MCH and the new CI&A money, the administrative problems of these
 
two programs are often discussed jointly.
 
44. 	Minutes of the meeting
 
45. 	 See the previous sections which discuss the positions taken by the
 
two divisions.
 
46. 	On April 16, 1963, the Department learned that one local health
 
department was not going to use $5,000 of its allotment because
 
it had been unable to hire a physical therapist for its program.
 
The Department was able to stop the June, 1963, check to this
 
county, If the Department had not learned of this until later,
 
the payment would have been made, the money not used during the
 
fiscal year for the therapist, and the $5,000 would have reverted
 
to the county general fund on June 30, 1963.
 
47, 	A reimbursable contract (not to be confused with contracts written
 
under the Chronically Ill and Aging Contract program) provides for 
a written contract between the Department and a county board of 
supervisors covering the programs which the local health officer 
puts in his plan for the use of his tentative CI&k allotment, 
If his plan is approved, a contract is drawn up. Payments are 
made by the Department to the county quarterly in arrears upon 
receipt of a statement that the money has been spent in accordance
 
with 	the Program., Under the procedure now in effect two payments 
were made to the counties in the fiscal year 1962-63, one in
 
January, 1963, and one in June, 1963, Under the proposed reim­
bursable contract plan if a public health nurse is not hired until
 
the second quarter of the fiscal year, no money for her salary
 
would be paid during the first quarter
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Some local health officers favor reimbursable contracts because ­
they have more assurance that they'will get the CI&A money allotted 
to them. All funds go from the Department to the county treasurer. 
The reimbursable contract is a means of earmarking the public
 
health money which goes to the c6unty for public health putoses.
 
However, when the CCLHO at its October, 1963, meeting voted on the
 
proposal that reimbursable contracts be used to allocat6 CI&A and
 
MCH funds, there was a tie vote and the endorsement motioi lost
 
One argument against the reimbursable contract was that this was
 
a move in the direction of project grants and would reduce the
 
discretion of the local health officer, As one local health offi­
cer put it during the discussion, "Why buy any headaches?"
 
48. 	The following quotation is taken from page five of the Position
 
Statement:
 
We subscribe to the thesis that new or extended program activity 
cannot as a rule be successfully superimposed on an already 
overburdened, underbudgeted and overcommitted local staff unless 
financial assistance - both supportive and specialized, and 
consultative assistance -- both general and programs, are readily
 
available and offered on a basis acceptable to the local health
 
departments and to local governing bodies0
 
49. 	See the section, "The Departmental Decision on the Initial Alloca­
tion of CI&k Funds.tt in this chapter where the criteria as set
 
forth in the November 10, 1961, letter are given.
 
50. 	 The Section on "The Changing Nature of Public Health" in Appendix III
 
explains some of the controversy over different philosophies of public
 
health. Also, Chapter 8 discusses some studies that could' be made
 
in the OI&A program to learn which method or what mixture of methods
 
is the best to get the desired results from the use of the CI&L
 
formula grant.
 
51. 	 At this meeting the following resolution was passed. "RESOLVED,
 
That the Committee on Administrative Practicesrecommend that the
 
method of allocation of OI&A and MCH funds be by mutually-agreeable
 
reimbursable contracts, wherever possible, or as direct allocation
 
if required by the local jurisdiction."' This resolution was put
 
on the agenda for the October COLHO meeting where it was defeated
 
by a tie vote. See footnote 47 for more details0
 
52. 	 The Committee on Administrative Practices of the COLHO at its 
January, 1964, meeting approved the Departmental recommendation
 
to discontinue the CI&A Advisory Committee and to replace it with
 
a Departmental Review Committee, The Departmental Review Committee
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is composed of persons from the Ui&A Unit, the bureau of wJronic 
Diseases, and the Division of Community Health Services. 
53. 	 "The State Department of Public Health is hereby requested to collect
 
and analyze data necessary for the development of standards in
 
governmental health services, appraise continually the quality of'
 
care provided, and periodically report its findings to the public'
 
California, Legislature, Assembly Concurrent Resolution No. 9L,
 
filed with Secretary of State June 12, 1961.
 
This Resolution was taken almost verbatim from a recommendation ­
made by the Governor's Committee on Medical Aid and Health in its 
December, 1960, report entitled Health Care For California. 
54. 	 Minutes of the September 20, 1963, meeting of the State Board of 
Public Health. 
550 	 California, Department of Public Health (internal document),
Draft: Medical Care Studies Unit, (April 3, 1963), 1. 
56. 	 Overmatching is discussed in Chapter 6 in the section, "Control 
Over 	the Department by Other State Organizations."
 
57. 	 Letter dated April 14 1964, from the Chief, Bureau of Chronic 
Diseases, to the Assistant Chief, Division of Administration.
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Chapter 4
 
1. 	The allotment is made in proportion to the State public health sub­
sidy, i.e., the State subvention funds for assistance to local
 
health departments, received by each local health department. The
 
formula by which the State public health subsidy is determined is
 
given in the section, "Statuatory Requirements and Restrictions,"
 
Chapter 2, Briefly stated, the formula is a per capita allotment
 
with a lump sum minimum to each county.
 
2, 	Recall that the 1961-62 program was in effect only the last half
 
of the fiscal year. Also, it was known that the Public Health
 
Service planned to increase the total allotment of CI&A funds for
 
the United States in 1962-63. In addition, the President's budget
 
had already been submitted to Congress.
 
3. 	 Total does not agree with total PHS to OSDPH due to rounding. 
4, 	Letter dated January 11, 1963, from the Assistant Director to
 
the Director.
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Chapter 5
 
1. 	There, are several important areas in the broad field of organiza­
tion theory that will not be mentioned. Either research being
 
done is not directed to answering questions of decision making

-and resource allocationor work has not progressed far enough
 
yet to be useful in an organizational study like the one reported
 
here. Sociometry and small group studies fall into this category.
 
2. 	J. G. March and H. A. Simon, Organizations (New York: John Wiley
& Sons, 1958). The dust jacket calls the book "a sound scientific 
treatment of the theory of organizations." 
3. 	Ackoff, I(Bd.), 13.
 
Other writers seem to agree with this view.
 
"The theory of organization is more a set of words than a
 
reality." M. Shubik, "Approaches to the Study of Decision-Making
 
Relevant to the Firm," Journal of Business, L (1961), 110.
 
"The study of organizations is even more diffuse than the study
of the economic activities of the firm; as a result, it is harder 
to characterize briefly. . . . Organization theory means different 
things to different people." 
R. M. Cyert and J. G. March, A Behavioral Theory of the Firm
 
(Englewood Cliffs, N.J.: Prentice-Hall, 1963), 16. 1
 
"Organization theory as a distinct area of study and research
 
has recently emerged from a combination of several academic
 
disciplines. It is not yet sufficiently mature for the content
 
and methods of research to have jelled into a coherent, readily
 
apparent whole."
 
A. H. Rubenstein, Review of Modern Organization Theory, edited by
 
M. Haire, Journal of Business, 3 (1962), 81. 
An idea of the diversity of topics treated, viewpoints expressed,
 
and approaches taken in organization theory can be seen in collec­
tions such as the following.
 
M. Haire (ed.), Modern Organization Theory, (New York: John 
Wiley & Sons, 1959). -
A. H. Rubenstein ana C. J. Haberstroh (eds.), Some Theories of
 
Organization (Homewood, Ill.: Richard V. Irwin, 1960).
 
1 
A reason for this-diversity is given in Rubenstein and Haberstroh,
 
p. 2. "There is not a single, well-defined community of scholars
 
with responsibility for research in organization theory, as there
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is for physics, psychology, or economics. Thus, we find many

people working in fields as diverse as neurology, mathematics,
animal sociology, and philosophy who may be contributing . . . 
to [a] theory of organizational behavior. Other contributions 
come from . . . human relations, operations research, management
science, occupabional psychology, and management itself. 
Some

workers in sociology, social psychology, political science, and
 
anthropology are directly concerned with the development of organ­
iia tion theory for its own sake." 
4. 	1t ach organization, like each personality, represents a resultant 
of complex forces, an empirical entity which no single relation
 
or no simple formula can explain. The problem of analysis becomes
 
that of selecting among the possible predicates set forth in the
 
theory of organization those which illuminate our understanding
 
of the materials at hand."
 
P. Selznick, "Foundations of the Theory of Organization," American
 
Sociological Review, 
_ (1948), 30-31.
 
5. 	H. A. Sihon, Administrative flehavior (2d ed.; New York: Macmillan 
Company, 1959). 
6. 	Ibid., 220.
 
7° 	Ibid., xxii. 
8. 	H. A. Simon, "Comments on the Theory of Organizations," American
 
Political Science Review, 46 (1952), 1134. Simon uses the term

"bounded rationality" to describe the individual who does not
 
have the attributes assumed by classical economic theory. 
For
 
a discussion of bounded rationality see H. A. SimonvModels of
 
Man (New York: John Wiley & Sons, 1957), 196-206, 241-260.
 
9. 	Simon, Administrative Dehavior, 15.
 
10. Ibid., 15.
 
11. M. I. Roemer, "The Nonmedical Health Administrator: His Training
 
and Value," California's Health, 21 (1964), 113-115. Roemer, a
 
professor of public health and a physician, stresses the need for

nonmedical administrators in public health. A start in this di­
rection has been made in the Department by the creation of the
 
position of Assistant Chief, Administrative, in the Divisions of
 
Preventive Medical Services and Community Health Services.
 
) 
12. 
J. J. Hanlon, Principles of Public Health Ad)inistration (4th

ed.; Saint Louis: C. V. Mosby Company, 1961).
 
H. L. Blum and A. R. Leonard, Public Administrationt A Public 
Health Viewpoint (New York: Macmillan Company, 1963). 
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E. A. Confrey (ed.), Administration of Community Health Services
 
(Chicago: International City Managers' Association, 1961).
 
R. B. Freeman and E. M. Holmes, Jr., Administration of Public
 
Health Services (Philadelphia: W. B. Saunders Company, 1960).
 
H. S. Mustard and E. L. Stebbins, An Introduction to Public
 
Health (4th ed.; New York: Macmillan Company, 1959)°
 
13. 	 T. C. Sorenson, Decision-Makina in the White House (New Yorks
 
Columbia University Press, 1963), 10.
 
14. 	 S. King, Perceptions of Illness and Medical Practice (New York: 
Russell Sage Foundation, 1962), 173-174, 188-189. 
K. W. Back, R. E. Coker, Jr., and T. G. Donnelly, "Public Health 
as a Career of Medicine: Secondary Choice Within a Profession,"
American Sociological Review, 22 (1958), 533-541.
 
15. 	 "A chronic problem in most public health agencies is the inability 
to recruit qualified personnel in many professional and technical 
categories. Physicians, dentists, nurses, sanitary engineers,.

nutritionists, social workers, among other classes of health man­
power, are in short supply."
 
L. J. Rosner, "Methods for Meeting Personnel Shortages," Public
 
Health Reorts, 78 (1963), 369.
 
16. 	Simon, Administrative Behavior, 11-12.
 
17. 	Ibid., 12.
 
18. 	S. M. Lipset, M. Trow, and J. Coleman, Union Democracy (New York
 
Doubleday & Company Ahenor Book, 1962; first copyrighted by The
 
Free Press in 1956), 442, 465.
 
19. 	Personal comment to author made by members of two different divisions. 
20. 	 Simon, Administrative Behavior, 14, 122.
 
21. 	F. L. Soper, "Problems to Be Solved if the Eradication of Tubercu­
losis Is-to Be Realized," American Journal of Public Health, 52 
(1962), 734-745. 
J. E. Perkins, "Can Tuberculosis Be Eradicated?" Public Health Reorts,
 
78 (1963), 419-422.
 
E. T. Blomquist, "Program Aimed at Eradication of Tuberculosis," 
Public Health Reports, 78 (1963), 897-905.
 
22. 	Simon, Administrative Behavior, 154.
 
23. 	 Ibid., 220. 
This point is repeated on page xlv where Simon states that his book 
"represents an attempt to construct tools. . . . We do not yet have 
. . .
 adequate linguistic and conceptual tools for realistically and
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significantly describing even a simple administrative organization
 
. . .	 in a way that will provide the basis for scientific analysis 
of the effectiveness of its structure and operation."
 
24. 	An interesting attempt to apply these concepts in a study of the 
United States Forest Service is found in H. Kaufman, The Forest 
Ranger (Baltimore: John Hopkins Press, 1960). 
25. 	 "The Problem of the Black Box arose in electrical engineering. 
The engineer is given a sealed box that has terminals for input, 
to which he may bring any voltages, shocks, or other disturbances 
he pleases, and terminals for output, from which he may observe
 
what he can. He is to deduce what he can of its contents."
 
W. R. Ashby, An Introduction to Cybernetics (New York: John Wiley 
& Sons Science Editions, 1963; first published by Chapman & Hall,
 
1956), 86.
 
26. 	G. B. Dantzig, Linear Programming and Extensions (Princeton:
 
Princeton University Press, 1963), 32.
 
27. 	Ackoff, (ed.), 26.
 
28. 	For example, the recommendation made in 1943 that the State fur­
nish a public health subsidy to counties in place of furnishing
 
personnel was implemented by the State Legislature in 1947.
 
California Legislature, Report of the Senate Interim Committeeg 21.
 
29. 	 See Exhibit 0.
 
30. 	 "The primary data of any investigation of a Black Box consists of a
 
sequence of values of the vector with two components: (input state,
 
output state.)"
 
Ashby, 89.
 
31. 	The approximately $12,000 the Division of Administration will receive
 
in 1963-64 is closer to the actual expenses incurred by the Division
 
because of the CI&A program than the $24,150 it received in 1962-630
 
The excess in 1962-63 resulted from some savings made at the end of the
 
fiscal year when funds allocated to local health departments were re­
turned because local circumstances changed and the money could not be
 
used. It was too late in the year to do anything with the funds and 
they were shown as support for the Division of Administration. 
32. 	H. Fayol, General and Industrial Management, trans. C. Stoors 
(London; Sir Isaac Pitman & Sons, 1949). 
L. Gulick and L. Urwick (eds.), Paners on the Science of Administration
 
(New York: Institute of Public Administration, 1937).
 
L. Urwick, The Elements of Administration (New York: Harper &
 
Brothers, 1944).
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1. 	Hanlon.
 
Other well known works in the field of public health include: 
Confrey, E. A. (ed.), Administration of Community Health Servi&
 
(Chicago: The International City Managers' Association, 1961).
 
Freeman, R. B., and Holmes, E. M.' Administration of Public Health 
Services (Philadeiphia: W. B. Saunders Company, 1960). 
Winslow, E.-E. A., The Cost of Sickness and the Price of Health
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in 1962.
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in Relation to the Private Practice of Medicine," November, 1962,
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and A. G. Gould, Personal and Community Hygiene (3d ed.; New York: 
Macmillan Company, 1941). 
7. 	0. W. Holmes quoted in Hanlon, 490 
8. 	E. Chadwick, Report on the Sanitary Condition of the Labouring
 
Population of Great Britain (London: W. Clowes and-Sons, 1843).
 
9. 	L. Shattuck, et. al., Retort of the Sanitary Commission of Mass­
chusetts (Boston: Dutton and Wentworth, State Printers, 1850;
 
facsimile edition by Harvard University Press, 1948).
 
10. 	 This section draws on the Public Health Service publication, ack­
ground Material Concerning the Mission and Organization of the
 
Public Health Service as well as Hanlon. 
11. 	 Public Health Service, Background Material, 13. 
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1962 (Washington: U.S. Government Printing Office, 1963), 1.
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17. 	 U.S., Department of Oommerce, Statistical Abstract of the United 
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27. 	B. Chisholm, "The Expanding Concept of Public Health," Public 
Health Is One World; Supplement to the American Journal of Public 
Health, 50 (196Q), 92.­
28. 	K. E. Boulding, "Health as a Social System," in Social Policy in 
Health: Proceedings of a Workshop (Washington: Public Health 
Service, 1962), 29, 30, 31, 32. 
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1. 	The name was changed to The National Foundation in 1958.
 
For a version of the history that differs from the one con
 
tained in the Annual Reports of the National Foundation se
 
J. R. Wilson, Margin of Safety (Garden City, New York:
 
Doubleday & Company, 1963).
 
2. 	Annual Retort National Foundation for Infantile Paralysis,
 
1940, 15.
 
3. 	B. O'Connor, "Forward," Annual Report, 1948, 1.
 
4. 	B. O'Connor, "'The Nation'se.gorst Polio Epidemic,'" Annual
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